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COLLECTIVE REVIEW 


THE PRESENT STATUS OF RADIOTHERAPY 
By A. HOWARD PIRIE, M.D., Monrreat 


S the terms “dose” and “filtration” will 
be frequently mentioned it will be well to 
define what is meant by X-ray dose and 

filtered rays. 

The unit dose of X-rays is known as to X. 
This is the quantity which causes temporary 
epilation. Half this dose is 5 X, and double it 
is 20 X. As ordinary white light is a mixture of 
light of varying wave-lengths separable into the 
colors of the rainbow, so the rays coming from an 
X-ray bulb are a mixture of rays of varying wave- 
length. . Those of long wave-length are non- 
penetrating and are called soft rays, while those 
of short wave-length penetrate the tissues and 
are called hard rays. Both kinds of rays can be 
used for superficial treatment, but for deep treat- 
ment only the penetrating waves are of value. 
Therefore, for all deep treatments the non-pene- 
trating rays are removed so as to preserve the 
integrity of the skin. This is accomplished by 
placing a sheet of aluminum from 1 to 3 milli- 
meters thick between the X-ray tube and the 
skin. The rays are then referred to as being 
filtered. 

SPLENIC LEUKZMIA 

Splenic leukzmia has been treated by injections 
of mesotherium, but the results reported are some- 
what discordant. Rosenow reports 5 cases. He 
injected an amount of mesotherium intravenously 
equal to 0.5 mg. radium bromide. In one case 
the leucocytes dropped after 5 injections (one 
per week) from 110,800 to 47,000. The patient 
was not improved in proportion, and the count 
soon mounted to 116,000. Under X-ray treat- 


ment improvement was noted, and the leucocytes 
fell to 19,000. Later no therapeutic measure 
was of value, and the patient died. 

External application of radium has been tried 
in myeloid leukemia, 30 to 33 centigrams of ra- 
dium sulphate filtered through 2 millimeters of 
lead being allowed to act for from 24 to 48 hours 
over an area of 500 to 600 square centimeters 
(Renon, Dégrais, and Dreyfus). 

Spleens occupying the whole cavity of the 
abdomen (sic) shrank to normal size in 3 to 4 
applications. Leucoctyes dropped in 5 to 10 
days from 330,000 to 70,000. Myelocytes dis- 
appeared, the red blood corpuscles increased, 
the general condition improved, the fever disap- 
peared, and weight increased one kilo per week. 
Two to 18 months after the treatment was dis- 
continued the symptoms returned, and the same 
treatment repeated did not produce the same 
results. The body seems to become accustomed 
to the radium, and it loses its power. The 
authors advise alternating the treatment, using 
radium for a time, benzole for a period, and then 
X-rays for another period. 

Schiiller reports favorably on the action of 
radium in splenic leukemia. In one case radium 
and emanation, in all 350,000 milligram-hours, 
caused a fall in white blood corpuscles from 673,- 
500 to 26,000 in two months, the patient gaining 
8 kilos in weight in three months. 

Another case treated by X-ray therapy, and 
kept alive from 1906 to 1912, had reached a stage 
where X-rays seemed to be powerless and the pa- 
tient’s condition hopeless. At this period ra- 
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dium, mesotherium, and emanations were used, 
in all 32,000 milligram-hours, as a result of which 
the patient improved, and six months later ap- 
peared to be cured. Another case Schiiller re- 
ports is of interest in that it was a case of Banti’s 
disease, with a very large spleen. The use of 
radium in this case caused diminution in the size 
of the spleen so that splenectomy was performed, 
and a month later the patient was apparently 
cured. 

Renon, Dégrais, and Tournemelle report a 
case of splenic leukemia as follows: The count 
showed white blood corpuscles 264,000; after 
3 applications made over the spleen in 24 
hours, using 25 centigrams of radium sulphate at 
15-day intervals, the white blood corpuscles fell 
to 8,620, and at the end of a month the spleen 
became of normal size. 

Cases which have ceased to respond to X-ray 
treatment do respond to radium, according to 
Renon. The difference in the effect produced by 
radium may be due to the blood passing and re- 
passing during the long application of the radium, 
and so becoming impregnated with its energy. 

A. David says that radiotherapy produces 
rapid change in the leucocytic formula, but a 
time comes when radiotherapy is powerless. By 
the use of benzole the destruction was checked 
in the majority of cases, but anemia did not dis- 
appear completely, as the drug acts on the red 
blood corpuscles and hemoglobin. Improper use 
of benzole is liable to cause lesions of the liver 
and kidneys. 

Parkes Weber reports a case of myeloid leu- 
kemia which had already been treated by X- 
rays. The treatment was discontinued and 
benzole given for 70 days without result. After 
that X-ray treatment was begun again, and 
marked improvement followed, with diminution 
in the size of the spleen and liver and improve- 
ment in the blood count. 

From a review of recent literature and our per- 
sonal experience one need feel no hesitancy in 
stating that radiotherapy is the best treatment at 
present known for splenic leukemia. 


GYNECOLOGY 

Radiotherapy in gynecology is of value in 
hemorrhagic metritis and in fibroma uteri. In 
1908 Albers-Schénberg reported the cure of uterine 
fibroids by means of rays. Since then several 
thousand cases have been reported by many ob- 
servers. Among the later reports is that of 
Béclére, in which he states that he has treated 
74 cases of uterine fibroids. His technique is a 
sitting once a week, raying the right and then the 
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left side, each area being 10 cm. in diameter. A 
third portal of entry over the sacrum was often 
used. When the tumor is large, the abdomen is 
divided into three or four sections, each of which 
receives an application of the rays. The median 
line is not rayed. The skin focus distance is 18 to 
20 cm., and an aluminum filter 1 or 2 mm. thick 
is placed 8 cm. from the skin. 

The superficial dose is 6 X; hardness of rays 
used is 9 to 10 Benoist. 

Béclére’s results in 60 cases are tabulated. 
Two cases 52 to 56 years of age showed no dimi- 
nution in volume, but hemorrhage was lessened, 
although it remained persistent. The anatomi- 
cal changes in 50 cases are as follows: 

No change in 2 cases. 

Diminution of 2 cm. in height in 1 case. 

Diminution of 4 cm. in height in 1 case. 

Diminution of 5 to 6 cm. in height in 12 cases. 

Diminution of 7 to g cm. in height in 11 cases. 

Diminution of 10 to 13 cm. in height in g cases. 

In 8 cases the disappearance of the tumor was 
almost complete, although it had extended from 
6 to 11 cm. above the pubis. ‘Thus the success 
attained was 96 to 97 per cent. All the cases 
had been chosen by gynecologists. Béclére 
believes in a direct action of the rays on the actual 
tumor. Before the menopause diminution of 
the fibroid occurs almost without exception after 
the first few weeks. This is noted before sup- 
pression of the menses. After the menopause 
fibroids which develop or which continue to grow 
begin to grow less under X-ray treatment. Dimi- 
nution in volume occurs in all directions in the 
tumor. Béclére lays stress on the prognosis 
which can be given after the first few weeks. If 
he notes diminution in the volume after the first 
few weeks, the prognosis is good; if not, it is un- 
favorable. He believes that the rays should be 
directed to the uterus more than to the ovaries, 
and also that intravaginal application of radium 
should be used along with the external applica- 
tion of the rays. 

Von Seuffert states that of 23 cases treated for 
fibroid, in 22 cases amenorrhoea and in one case 
oligomenorrhoea followed either immediately 
(3 cases) or after a variable period, of which the 
longest was 142 days in a woman of 31 years. 
The dose varied from 68 X to 761 X spread over 
different portals of entry. 

Alexandroff obtained interesting results in 15 
cases of fibroids. He considers radiotherapy the 
best treatment in uterine fibroids. The ovary 
produces a substance which causes metrorrhagia. 
X-rays acting on the ovaries retard the formation 
of this substance, and so metrorrhagia ceases. 
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This is of course a theory, but it is borne out by 
the observation recently reported, that the blood 
of a healthy woman just about to menstruate 
when injected into the veins of a woman suffering 
from amenorrhcea brings on a flow of blood in the 
latter. 

Reifferscheid relates his results in the X-ray 
treatment of 49 cases of myoma from April, 1911, 
to September, 1913: 

11 are still under treatment. 

31 are cured; of these 27 developed complete 

amenorrhoea and 4 oligomenorrhcea. 
2 showed marked improvement. 
2 stopped taking treatment. 
3 cases were operated on for different reasons. 

The duration of treatment was 6 months at 
first, and 4 months later on, when he used larger 
doses: 430 X instead of 210. 

Of 42 cases of menorrhagia, 7 are still under 
treatment, 27 are cured, 1 improved, 2 stopped 
taking treatment, and 4 were operated on. 

The literature at present is so full of reports of 
successful X-ray treatment of myoma uteri and 
metrorrhagia that the writer feels that he need 
not enlarge on it further. He has omitted any 
comment on the work of such men as von Graff, 
40 cases, with success in 31 of 36 cases; Kreuz- 
fuchs, 29 cases treated, with 26 successes; and 
many other writers on this subject. 

Analysis of these successes establishes the fact 
that myomata and menorrhagia in women over 
40 are best treated by X-rays, and for younger 
women it is the treatment of choice where 
operation is contra-indicated. 

The writer’s experience confirms the results 
reported. He has seen myomata decrease in 
size and disappear and menorrhagia cease under 
X-ray treatment. He has seen complete cessa- 
tion of menstruation follow X-ray treatment, 
and has also seen it reappear after cessation of 
treatment, after menstruation had been sup- 
pressed for three months. In fact, the ovaries 
behave under X-rays somewhat as the hairs of 
the head do. The hairs may be made to fall for 
two months and then grow again, or may be made 
to fall out permanently. In the same way the 
ovaries may be made to cease their function for 
three months or permanently, according to the 
dosage applied. 


MALIGNANT DISEASE 


Max Levy Dorn reports on the action of X- 
rays on malignant tumors in mice. When an 
infected mouse was irradiated with 80 X all over 
its body, it died, but when the rays were limited 
to the tumor alone, and as much as 100 X and 
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more were given, the tumor disappeared in a few 
weeks and the mouse lived. Dorn uses very’hard 
rays and long sittings with long intervals. He 
reports two cases of sarcoma cured by X-rays, 
one after two years of treatment and the other 
after ten months. He also reports a case of lym- 
phosarcoma cured after four months’ treatment. 

Cases of sarcoma and lymphosarcoma have 
frequently been reported cured by X-rays. The 
characteristic of these tumors must be determined, 
so that one may be able to recognize which are 
suitable for X-ray treatment. 

Uterine and vaginal carcinoma have been 
treated by H. Chéron and Rubens-Duval. Their 
statistics are based on the treatment of 158 
cases during the last five years. Their technique 
was to use as much radium as possible, with as 
much filtration as practical, in massive doses. 
In the 158 cases treated, comprising mainly in- 
operable cases or post-operative recurrences, they 
succeeded in having one certain cure anatomically 
verified, 93 very important regressions, of which 
46 were apparent cures, and 62 marked improve- 
ments in particularly grave cases or irregularly 
treated cases. In some cases radiotherapy al- 
lowed surgical intervention, which had been 
previously impossible. 

Malignant disease is being extensively treated 
by radium and mesotherium at present, and re- 
ports are appearing from time to time in medical 
literature. For a successful result the whole 
tumor should receive an intense treatment so 
that a severe reaction follows which destroys the 
tumor. Four such cases are reported by Kellock. 
In treating uterine carcinoma with massive doses 
of radium it is necessary to shield the surround- 
ing healthy tissue, otherwise perforation into the 
bladder (Keitler) may occur. 

Allmann also reports a rectovaginal fistula 
after 10,000 milligram-hours, and a fistula into 
the small intestine after 26,000 milligram-hours. 

The use of radiotherapy in malignant disease 
may be summed up as follows: 

1. When the disease is removable by surgery 
let the surgeon remove it. 

2. When entire removal is not possible let the 
surgeon remove as much as he can and leave the 
way open for radium to reach what he cannot 
remove. 

3. Surgery may become possible after the use 
of radium in a case inoperable before its use. 

Radium should not be looked on merely as an 
“also ran”? to an incomplete operation; but like 
a boring in the rock for the reception of dyna- 
mite the operation should be a preparation for 
the use of radium. 
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Hayward Pinch recommends 1 millimeter of 
silver as the best filter for radium, and urges the 
protection of healthy tissues, especially in the va- 
gina. Packing with gauze is sufficient protection 
so as to afford the protective effect of distance. 
Pinch, who has charge of the Radium Institute 
in London, with a large quantity of radium at 
his command, recommends that every removable 
carcinoma should be removed by the surgeon. 
Treatment by radium yields most gratifying 
results in carcinoma of the uterus, and the 
effects of this treatment in inoperable cases are 
far in advance of those obtained by any other 
known medical or surgical method. He says 
that the complete disappearance of fungating 
growth, arrest of haemorrhage and discharge, 
healing of ulceration, and relief from pain are 
phenomena of almost daily occurrence. Care 
must be taken not to use too much radium or 
destructive reaction may follow. After the treat- 
ment the patient must use a douche twice a day 
in order to prevent adhesive vaginitis. In 
carcinoma of the breast Pinch is less enthusiastic 
in his comment. Many patients exhibit a great 
susceptibility to radium, the primary growth be- 
comes smaller, and infected glands and subcuta- 
neous nodules lessen or even disappear. Little 
or no effect appears to be exerted in the preven- 
tion of metastatic deposits. In a few patients 
who had been under treatment for two years he 
noted that a stage was reached in the treatment 
when the response to radium failed, and the 
benefit derived became negligible. In Paget’s 
disease he says the superficial lesion is usually 
speedily cured by radium, but in cases in which 
the patient is willing to submit to operation, that 
procedure should always be adopted. 

Sarcoma and lymphosarcoma give excellent 
results from radium treatment, but melanotic 
sarcoma is uninfluenced by it. It is important 
to use large quantities of radium inside and out- 
side of the growths. The best results are secured 
in sarcomata of the tonsil and the post-nasal space, 
the growths disappearing completely with six 
weeks’ treatment (Pinch). 

Petersen states that X-rays have a very vary- 
ing effect on sarcomata. Some are refractory 
and increase in spite of X-ray treatment, while 
others show an astonishing sensitiveness to the 
rays and melt away like snow before the sun. 
Hitherto it has not been possible to establish the 
definite relationship between histological struc- 
ture and radiosensitiveness. Petersen has col- 
lected 45 cases of sarcomata, recorded in the 
literature, reported cured by X-rays. These 
cases are the work of 25 radiologists. Some of 
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these apparent cures must be discounted, but 
others are cured undoubtedly, have stood the 
test of microscopic examination, and had no 
relapse for several years. Cases of fibrosarcoma, 
round-celled sarcoma, and spindle-celled sarcoma 
have remained cured for from 3 to 8 years. But 
it must be admitted that the percentage of per- 
manent cures of sarcoma by X-rays is as yet small. 

Heineke at the Tenth Congress of the German 
Society of Radiology gave some suggestions on 
the biological action of X-rays. Tumors have 
the same sensitiveness to X-rays as their parent 
cells; thus carcinoma of epithelial origin is less 
sensitive than lymphosarcoma. Periosteal sar- 
coma is very refractory to X-rays. 


SKIN DISEASES 


Ten years ago it was the custom to treat cer- 
tain skin diseases by unmeasured doses of X-rays 
every few days until a reaction occurred. Now 
a similar procedure is often used, but each small 
dose is measured, so that the radiologist knows 
what to expect from his treatment; whereas 
formerly he continued the treatment until a re- 
action appeared and then discontinued it. Dore 
recommends such doses as 2.5 X every two or 
three days for superficial ulcers; 5 X every week 
for psoriasis; 10 X every 3 to 4 weeks for sycosis, 
ringworm, favus, certain alopecias, hyperidrosis, 
acne, and pruritus; 1o X at shorter intervals for 
rodent ulcer, carcinoma, and uterine myoma. 
The statement that ringworm and favus are effi- 
ciently cured by X-rays needs no comment. 
This has now been established for many years. 

Hypertrichosis. When a hair is pulled out, the 
root remaining soon becomes a mass of young 
proliferating cells, which are more sensitive to the 
action of X-rays than the cells at the root of an © 
indolent hair. It has therefore been proposed 
that the hairs be pulled out 5 days before the 
application of the rays, so that the proliferating 
cells of the new root may be easily killed by the 
rays. Chilaiditis has used this on upwards of 
30 cases, and during two and one-half years has 
seen no late bad effects. The more numerous 
and strong the hairs are the longer time should 
the epilation be performed before raying. He 
filters the rays through 3 to 4 mm. of aluminum, 
and gives 16 to 24 X in a single sitting; 15 to 
20 days afterward reaction appears and remains 
for two to three days. 

Keloid was one of the early skin diseases treated 
by X-rays, and the method has proved of great 
value. The treatment should not be given 
oftener than once a week, using 3 X hard rays. 
Two months’ treatment will cure a mild case. 
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It is essential for good results to have patience 
and go slowly. No reaction should ever be pro- 
duced, but slight pigmentation may be produced. 
An extensive keloid may be removed by the 
surgeon, and thereafter X-ray treatment will 
prevent its recurrence. 

Lupus vulgaris. An excellent article on radio- 
therapy and radium therapy in the treatment of 
lupus vulgaris is given by Belot and Nahan. 
Radiotherapy may be used as a destructant of 
the tubercles and the surrounding tissue or as a 
stimulant. The latter might be called the per- 
suasive method. 

The destructive method is attained by a dose 
of 40 X. This method should not be used owing 
to the pain caused and the long time required to 
heal the burn. Certain lupus patches exhibit 
a violent reaction after the application of 14 to 
20 X. - Even when a cure is brought about by the 
destructive method the resulting scar is apt to be 
unsatisfactory for several reasons. Two or 
three years after such a cure necrosis of the skin 
has been known to occur. Freund aims at avoid- 
ing any intense reaction, and uses small doses 
and hard rays. . 

The persuasive method is attained by giving 
6 to 10 X with or without filters of 1 to 2 mm. of 
aluminum, according to the depth of the tuber- 
cles. In 10 to 15 days a slight erythema follows, 
with slight swelling. When the reaction has 
subsided another treatment is given. Marked 
improvement is soon evident, but it is not a cure, 
for the tubercles remain. The surrounding tis- 
sue is modified, the tubercles become isolated, and 
another method of destroying them must be used. 
When this improvement is noted radiotherapy 
should be discontinued in order to avoid atrophy 
due to excessive radiotherapy. A combined 
treatment, i.e., radiotherapy up to a certain 
limit and then destruction of the tubercle by 
electrolysis or Finsen light, brings about a real 
cure. This method is applicable in lupus tumidus 
non exedens, lupus ulcer, serpiginous non- 
ulcerative lupus, lupus vorax exedens, lupus of 
the orifices, and in severe ulcerated cases of 
lupus. 

Lupus tumidus non exedens should be treated 
by radiotherapy until improvement is noted 
and the tubercle becomes apparent. The latter 
should be destroyed by electrolysis. Lupus 
ulcer should be treated as above in the same way; 
Finsen light may replace the electrolysis. If the 
radiotherapy has been too prolonged and atrophy 
of the skin has occurred Finsen light may produce 
a severe ulceration. The following is Brocq’s 
every-day treatment at Hépital St. Louis, Paris. 
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After one or two treatments of 8 to 10 X the ap- 
parent nodules are scarified once a week. Im- 
mediately after this scarifying 6 to 8 X of hard- 
ness No. 7 Benoist is given every two weeks. A 
filter is used if the nodules are deeply placed. 
The mildest reaction is aimed at. If the reaction 
is greater than was expected, it is best to wait 
till it has quite subsided before giving the next 
treatment. The X-ray treatments are discon- 
tinued when the lesion is replaced by a white 
cicatrix. Serpiginous non-ulcerated lupus is 
treated by the same method. Lupus vorax 
exedens is treated by a combination of scarifica- 
tion and radiotherapy. 

Lupus of the orifices is treated by radiotherapy 
until improvement occurs and the tubercles be- 
come evident, when they are destroyed by elec- 
trolysis. Lupus on mucous surfaces is treated 
in the same way, but here radium should be used 
where the X-rays cannot be well applied. 

Lupus secondary to deep tuberculosis should 
be treated by radiotherapy for one or two months 
until marked improvement is noted. Filtration 
through 2 to 3 mm. of aluminum should be used. 
Scarification or the galvanocautery should be 
used to complete the treatment. Lupus intrac- 
tabilis of Finsen occurs in 2 per cent or 3 per cent 
of the cases, and resists all treatment by X-rays 
and Finsen light. 

Radium has just the same power as X-rays 
in the treatment of lupus, and no more should be 
expected from it than from X-rays. Wickham 
says that radium alone rarely cures lupus. 

Mycosis fungoides yields to X-ray treatment. 
A case is reported by Rajat in which the dose 
used was 8 to 10 X every 8 to 15 days on different 
parts of the body. The improvement was rapid. 
Other cases are reported by Adamson and 
Pringle. Pringle observed a case for 15 years, 
giving the patient short irregular treatments 
whenever a new lesion appeared, the disease 
thus being kept in check but not cured. 

Rodent ulcer and cutaneous epithelioma. Suquet 
gives his personal experience in 841 cases. His 
cures were 93 per cent of 841 cases treated; 724 
were cured, 60 after a relapse. He gives 10 
to 20 X at long intervals, but varies the dose ac- 
cording to the extent and depth of the lesion. 

In regard to prognosis, Pinch states that 
(Hayward Pinch, the Radium Institute, of Lon- 
don, report for 1913) rodent ulcers are of two 
clinical types: 

1. The hypertrophic nodular type, with slight 
superficial ulceration of a scaly character, which 
responds well to radium and yields most satisfac- 
tory results. 
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2. The excavating type, with undermined and 
overhanging edges, and a gelatinous base. This 
not infrequently proves very intractable, and re- 
pair is most difficult to effect. 

In using radium it is best to give one powerful 
unscreened exposure, rather than short frequently 
repeated exposures. Rodent ulcer attacking 
cartilage, bone, or mucous membrane is very re- 
fractory. The orbital mucosa is, however, an 
exception; it is very amenable to the action of 
radium. 

Leukoplakia patches on the tongue, cheek, and 
vulva are speedily removed by radium, but they 
seem to recur sooner or later. A slight super- 
ficial reaction should be produced (Pinch). 

Nevus. Pinch states that if blanching is read- 
ily effected by gentle pressure the effect of radium 
will probably be satisfactory, but if great pressure 
is required, radium will not be so beneficial. 
Excessive dosage may cause telangiectasis. For 
a successful result a reaction should be pro- 
duced, and this should be obtained by increasing 
the dose at intervals until the reaction appears. 

Cavernous nevus does excellently either under 
radium or X-ray treatment. A pulsating vessel 
should be ligatured. The treatment should pro- 
duce slight surface reaction. 

Warts and papillomata yield readily to treat- 
ment by radium. The reaction need be only 
slight, and the resultant scar is scarcely noticeable. 

Lupus erythematosus often responds favorably 
to radium treatment. Small doses at intervals 
of four weeks give the best results (Pinch). 

Eczema, The antipruritic action of X-rays is 
due to absorption of small infiltration in the neigh- 
borhood of the nerve-endings. This, says Ritter, 
aids the cure in all cases of eczema. The actual 
cure of eczema by X-rays depends on a reaction 
of the tissues attended by nutritive and circula- 
tory changes. Doses of 3 X 10 to 12 Wehnelt 
every 1o days for three treatments often effects 
acure. Acute eczema should not be treated by 
X-rays, but chronic eczema of the hands, profes- 
sional eczema, and eczema of the nails, as well as 
generalized eczema are suitable for X-ray treat- 
ment. Treatment of eczema of the anus and 
vulva constitutes a triumph for radiotherapy. 
Seborrhoeic eczema has yielded to X-rays, but 
some cases are best treated by external applica- 
tions. Radium has a similar effect to X-rays in 
the treatment of eczema. 

X-ray dermatitis. ‘The chronic form of this 
disease is seen on the hands of radiologists. 
Fortunately no new cases are developing, but for 
those who already have the disease the cure 
seems to lie in radium. Eugene Caldwell, at 
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the September, 1914, meeting of the American 
Rontgen Ray Society, related his own experience, 
and showed his hands as proof of the effective- 
ness of radium in curing ulcerations and warts 
due to X-ray burns. Ulcers and warts which had 
persisted for years and had caused great suffering 
were cured by single applications of radium. 
The dose was sufficient to cause a slough in the 
position of the wart or ulcer, and following this 
slough new skin appeared and the spot healed 
without pain. 

Blastomycosis. F. E. Simpson of Chicago 
treated a patient, a man aged 24, who came under 
his observation at the Chicago Policlinic Hos- 
pital with a lesion at the inner canthus of the left 
eye of about 2 square centimeters, involving both 
the upper and lower lids. The clinical diagnosis 
was confirmed by microscopic examination. 

Radium treatment was tentatively advised. 
A radium varnish applicator, containing 40 milli- 
grams of radium bromide, was applied, three 
hours’ exposure being given in fractional doses in 
the course of three weeks. There was a slight 
inflammatory reaction, which caused no pain, 
and was followed by the complete disappearance 
of the lesion. Some weeks later two minute 
points at the extremities of the lesion on the up- 
per and lower lids were seen. An exposure of 
15 minutes resulted in complete recovery, which 
is still maintained. The writer believes that the 
cosmetic results cannot be exceeded by any other 
method. Not the slightest tendency to ectro- 
pion can be observed, and the site of the lesion is 
practically imperceptible. 

Hyperidrosis is easily cured by X-rays. A 
dose of to X unfiltered rays 8 to 10 Benoist must. 
be given every four weeks till six treatments have 
been given. The sweat glands are destroyed 
permanently. After the first treatment the con- 
dition is not improved and in some cases appears 
to be slightly aggravated. After the third 
treatment marked improvement is noted. The 
fourth treatment makes the patient quite com- 
fortable, and the fifth makes the improvement 
permanent. If the treatment is carried farther 
the sweat glands are utterly destroyed and no 
perspiration takes place. The treatment has 
been successful in treating hands, armpits, feet, 
and face. The hands should be left with a slight 
degree of perspiration, as hands that are bone 
dry are not so pleasant for the patient as when 
a slight degree of perspiration remains (Pirie). 


MISCELLANEOUS DISEASES 


Sciatica. Sciatica is from time to time relieved 
or cured by X-rays. Meret of Rouen recounts a 
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case following typhoid, of five months’ duration, 
which was completely cured by three sittings 
of about 2 X. Payenneville mentions another 
similar case, but 4 X were given at each sitting. 
Fourteen cases are reported in the Archives 
@électricité médicale by Zimmern, Cottenot, and 
Dariaux, with three failures. In these 14 cases 
the roots of the nerve were rayed, as the authors 
look on sciatica as a chronic inflammatory lesion 
attacking the meningeal sheath or the cellular 
tissue around the roots of the sciatic nerve. 

As an example of the sedative action of X-rays, 
a case is cited in which neuralgia following herpes 
zoster fifteen days after the disappearance of the 
vesicles was successfully treated by X-rays 
(Delhem andChassard). A dose of 2 X was given 
at each sitting. 

Acromegaly has been treated by X-rays since 
1909. Four portals of entry are used for the 
rays — two temporal and two frontal. Pene- 
trating filtered rays, 10 X every two weeks, was 
the dose used. Béclére thus gave 58 sittings, 
and reports that headaches disappeared and eye 
symptoms improved. On the other hand, no 
improvement, though no advance, occurred in 
the deformity of the face and extremities. Men- 
struation remained suppressed. Béclére sums up 
the indication and contra-indication for treat- 
ment thus: Indications for treatment are visual 
troubles due to compression of the chiasma at all 
stages of the disease. The earlier the treatment 
is begun the better for the patient. When bone 
changes have taken place X-rays prevent ad- 
vance but do not influence the changes that have 
already taken place. It is while the disease is 
advancing that the rays have most effect. X- 
rays are contra-indicated when the disease has so 
far advanced that hyperfunction of the pituitary 
gland has given place to insufficient glandular 
function; i.e., arrest of hyperosteogenesis, weak- 
ness of muscles, sleepiness, cerebral torpor, falling 
hair, dry skin, and loss of weight and strength. 

X-rays are at one and the same time the instru- 
ment of exact diagnosis and treatment for hypo- 
physeal tumors. 

Radiotherapy of hypertrophy of the thymus. 
Sidney Lange concludes that this condition 
should always be treated by X-rays and not 
operated on. Statistics show that death took 
place in 33 per cent of cases that were operated on, 
and no deaths followed radiotherapy. Radio- 
therapy is as suitable in urgent cases as in non- 
urgent, for three and one-half hours after the 
exposure involution of the thymus begins, and 
the symptoms begin to recede. In Graves’ dis- 
ease he thinks that the thymus should be rayed, 


for it is enlarged in from 75 to go per cent of cases 
at autopsy. A case of hypertrophied thymus 
was treated by Braillon and Brohan, and two 
treatments effected a cure, 3 X being givenJat 
one time. Berard reports another case treated 
with 8 X filtered through 2 mm. of aluminum. 
After the first treatment considerable improve- 
ment was noticed, and after the fourth a cure 
was effected. 

Raynaud’s disease. Newcomet reports two 
cases of this disease in which a satisfactory result 
followed X-ray treatment. In each case the 
hands were treated for pain and ulceration by 
small measured doses of about 1 X, two or three 
treatments a week being given for several months. 
Healing took place and swelling was reduced. 
No reaction was caused by the X-rays at any 
time. 

Spring catarrh. Radium at intervals of a fort- 
night should be given, increasing the dose at 
each application until a very slight inflammatory 
reaction follows; the granulations on the orbital 
conjunctiva gradually disappear. Radium will 
often cure the most intractable cases (Pinch). 

Arthritis deformans is being treated by drinking 
radium emanation solution. The best results 
are procured in early cases, and no results are to 
be looked for in later cases with bony changes. 
Marked improvement has been noted in many 
cases, but the treatment is as yet in an empyrical 
condition. The writer has noticed marked im- 
provement in an early case of rheumatoid arthri- 
tis treated by X-rays. 

Lymphoid tissue. The action of radium on 
lymphoid tissue is described by Heineke. He 
says that lymphatic tissue presents the greatest 
sensitiveness to radium. He used an ebonite 
capsule with a mica window containing 20 milli- 
grams of radium. When this was placed on his 
own arm for 5 minutes it caused an inflammatory 
reaction and left a pigmented spot. Lymphatic 
tissue of the intestine and spleen of a guinea pig 
was exposed to this capsule for 5 seconds. This 
caused widespread lesions of the nuclei of the 
follicles, while a similar application on the skin 
caused no reaction. Nuclei of leucocytes begin 
to degenerate in the center of the follicle after 
an hour and a half, the maximum effect being 
reached after 4 to 6 hours. After the sixth hour 
the nuclear débris is removed by leucocytes and 
disappears about the tenth hour. From 12 to 
24 hours afterward the phagocytes disappear, 
and if the raying has been intense the follicles 
retain no lymphatic cells. An hour’s applica- 
tion to the surface of the abdomen caused con- 
siderable destruction of the lymphatic follicles 
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in the abdomen. This might explain the sick- 
ness following large doses of X-rays as applied 
by the Freiburg method for fibroid. 

Lymphadenoma. Large masses of glands are 
reduced to small nodules by X-ray treatment, 
so that an apparent cure is obtained, but per- 
manent cure is seldom if ever attained; patients 
die after a year or two when the glands have 
disappeared, just as they do without X-ray 
treatment. Life is prolonged by X-ray treat- 
ment, but this disease is not cured by it. The 
same is true of radium treatment. 

Pulmonary tuberculosis. O. de la Camp and 
Kapferle have conducted independent experi- 
ments on rabbits which they infected with 
tuberculosis. Kapferle sums up his results thus: 
A surprising development of connective tissue, 
which is a sign of the tendency to cure, is the re- 
sult of raying. The lung treated by X-rays pre- 
sented a tendency to the envelopment of the 
tuberculous centers, while in the control animals 
the disease increased every day. The results 
obtained by de la Camp lead to the conclusion 
that hard rays frequently repeated is the proper 
method of treatment. After making his experi- 
ments on animals he proceeded to treat patients. 
Advanced cases were not favorably influenced, 
but in other cases the temperature came down to 
normal and the appetite revived. ‘Too large a 
dose injures the patient and accelerates the 
disease. The proper dose is the secret of proper 
treatment in this as in all other diseases. Of 
15 cases of pulmonary tuberculosis treated by 
X-rays, 4 were far advanced and showed no im- 
provement, the others were favorably influenced. 
Other observers have tried the effects of X-rays 
on pulmonary tuberculosis with satisfactory 
results. At the Tenth Congress of the German 
Society of Radiology, Frankel of Charlottenburg 
reported on over 80 cases since the year 1910. 
He says that the results are very encouraging. 
The irritating action of the rays calls forth an 
overproduction of antibodies. The chest and 
spleen should be rayed. Moderate doses should 
be given in slight cases. In 57 cases the bacilli 
disappeared from the sputum. Elevation of 
the temperature at the beginning of the treatment 
is a favorable sign, and is probably due to the 
liberation of toxins with commencing immuniza- 
tion, followed by a fall in temperature. 

Mollard recounts a case of tuberculous peri- 
tonitis in a child of 4, too far advanced for surgery, 
in which after the fourth treatment, with 10 X 
filtered through 3 mm. of aluminium, the abdo- 
men decreased 8 cm., ascites disappeared, and 
the patient gained a pound in weight. 
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Tubercular glands have been treated for many 
years by X-rays, and certain facts are now estab- 
lished as to the value of the treatment. 

1. The gland does not completely disappear. 
It shrinks. One swollen gland of rapid develop- 
ment in a young child otherwise in good health 
disappears under X-ray treatment in a short time. 

2. Voluminous masses of glands become dis- 
crete, and the glands shrink slowly to small hard 
cores. Multiple small hard movable glands in 
the neck are not affected by radiotherapy. 

3. A fluctuating gland occasionally disappears 
without evacuation, but it is better to aspirate 
and continue the radiotherapy. When fistulze 
and keloid growths are present X-ray treatment 
hastens the drying up of the fistula and smooths 
down the keloids. 

Technique. Treatment should be extended 
beyond the enlarged glands in order to affect 
those not visible nor palpable, but which, never- 
theless, are already infected. 

X-rays of penetration 8 B filtered through 1 
mm. of aluminum should be used, giving 8 to 
10 X every fortnight; in children 6 X is sufficient. 
It is very important to stop the treatment at 
the earliest possible period; i.e., when the glands 
have definitely grown smaller. Further treatment 
is useless and harmful. Some of the worst cases 
of telangiectasis have been produced by prolong- 
ing the treatment. If the skin is reddened twice 
by X-rays there is great danger of telangiectasis 
occurring a year later. 

Treatment of hypertrophy of the prostate by X- 
rays. Haret prefers to ray the perineum directly, 
and not through a rectal tube. He uses hard 
filtered rays. Cases of hypertrophy of the glan-. 
dular tissue only are suitable for treatment. 
Thus long-standing cases are less amenable to 
treatment than early cases. He quotes several 
typical cases, such as that of a man of 67 years, 
who had been troubled with frequency for some 
years. He had retention, moderate hypertrophy, 
soft for the most part, pressing on the front of the 
canal. After the second treatment the patient 
micturated normally. After six treatments the 
prostate was much diminished in size. Haret 
gave 6 X No. 7 Benoist once a week. He quotes 
other similar cases. His final results are sympto- 
matic cure with diminution in the size of the 
prostate. Only true glandular hypertrophy 
should be treated. Improvement should be ob- 
served before or after the fourth treatment. 

Since the discovery of X-rays their power 
has been tried on nearly every disease, and in a 
small proportion they have done good or effected 
a cure. But one condition has escaped a trial 
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of the rays until lately; namely, increased blood- 
pressure. As increased activity of the suprare- 
nals would cause rise of blood-pressure an attempt 
has been made of late to use the power of the rays 
to reduce glandular activity by turning the rays 
on the suprarenals. Sergent and Cottenot re- 
port their results in 12 cases of hypertension. 
Of these 11 were benefited by the treatment, 
the pressure being reduced for the maximal 
pressure from 2 to 5 cm. mercury. This reduc- 
tion persisted for 8 months to a year. No effect 
was noticed on the kidneys either at the time of 
treatment or afterwards. 


CONCLUSION 


The curative power of X-rays lies in the func- 
tion of the cell acted on and the object aimed at. 
The function of the cell decides whether it is 
rapidly growing or comparatively stationary 
in its growth. ‘The former are more radiosensi- 
tive than the latter. All cells can be stimulated, 
reduced in function or in growth, or destroyed, 
and we must decide which action of the rays is 
the one we desire to use. Under these three 
headings can be classified the diseases influenced 
by X-rays as follows: 


Diseases which benefit by X-ray stimulation. 


Arthritis deformans (early) Neuralgia 

Eczema Pruritus 
Leukemia Psoriasis 
Lung tuberculosis Sciatica 
Lupus Tubercular glands 

Diseases which benefit by reduction of tissue activity. 

Acromegaly Hypertrophied thymus 
Carcinoma Menorrhagia 


Exophthalmic goiter 
High blood-pressure 
Hyperidrosis 
Hypertrophied prostate 


Myoma uteri 
Ringworm 
Rodent ulcer 


Diseases which benefit by destruction of cells. 


Carcinoma Nevus 
Hyperidrosis Rodent ulcer 
Hypertrichosis Sarcoma 
Myoma uteri Warts 


Untoward effects of X-rays are noticed in 
radiologists who do not suffer from dermatitis. 
These consist in reduction of the number of white 
blood corpuscles from normal down to 5,500, a 
feeling of fatigue, a tendency to sleep, a reduc- 
tion in percentage of hemoglobin. 

A report on the autopsy of a radiologist is 
given by Silvio Gavazzini and Spartaco Minelli. 
The doctor was 49 years of age, and appeared 
like a man afflicted with grave anemia. He had 
been a radiologist for 14 years, and for a long time 
had suffered from X-ray dermatitis on his left 
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hand and on the left side of the face. The spleen 
and bone-marrow were considerably atrophied 
and appeared to have lost their haemopoietic 
function. The testicles were atrophied like those 
of an animal experimentally sterilized. The 
progressive pernicious anemia appeared to be 
due to the action of X-rays on the spleen and 
marrow. 
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ABSTRACTS OF CURRENT LITERATURE 
GENERAL SURGERY 


SURGICAL TECHNIQUE 


OPERATIVEJ[SURGERY AND TECHNIQUE 


Addis, T.: Preparation of Diabetic Patients for 
Operation. J. Am. M. Ass., 1915, lxiv, 1130. 


One method of preparing diabetic patients for 
operation is to give them a sugar and starch-free 
diet. This is a useless procedure, because, although 
it may reduce the degree of hyperglycemia and 
the amount of sugar in the urine, it will not lessen 
any of the risks of operation. It is more than use- 
less; it is dangerous, since it increases the chances 
of the onset of diabetic coma. 

When operation is not immediately necessary, 
and especially in those cases where the decision as 
to whether or not an operation shall be performed 
rests largely on the question as to how much danger 
would be run by the patient after the operation be- 
cause of his diabetic condition, it would be a great 
advantage to have some objective data to supple- 
ment the facts relative to this point, which can be 
gained by clinical observation. The quantity of 
sugar in the urine is no aid in this respect, for the 
special danger to life is the failure, not of the sugar, 
but of the fatty acid metabolism. The coma in 
which diabetic patients die after operation is, often 
at least, accompanied by the excretion in the 
urine of large amounts of unoxidized fatty acids, 
and there is good reason for believing that the con- 
dition is due to poisoning by these acids. 

The estimation of the degree of impairment of the 
power of the body to oxidize fatty acids is, therefore, 
of prime importance in deciding whether or not oper- 
ation is advisable in any particular case; but the 
amount of acetone bodies (fatty acids) excreted does 
not give a reliable indication of the degree of dan- 
ger, because, although that amount may be small, 
the reserve power of the body to deal with these 
substances may be very slight, so that there may be 
a sudden failure under the special strain induced by 
operation, with the result that diabetic coma en- 
sues. What is needed is a functional test of the fatty 
acid oxidizing power. A method is outlined where- 
by, with very simple methods, the amount of ace- 
tone bodies or of ammonia under certain fixed con- 
ditions is compared with the quantity found under 
circumstances which call for a marked increase in 
the catabolism of fatty acids. 

The fear, excitement, and undernourishment of 
the patient, which frequently accompany opera- 


tion, bring about a call for the utilization of the 
food stored in, the body. This food consists of 
glycogen and fat, but the most easily available is 
glycogen, and there will be no very extensive break- 
ing down of fat into fatty acids until the glycogen 
stores of the body are largely depleted. Even in 
cases in which the utilization of sugar is very defec- 
tive, glycogen will diminish the amount of fat re- 
quired in such emergencies. One aim of treatment 
should, therefore, be to bring about a storage of 
glycogen in the body before operation. The best 
means yet devised to this end is the oatmeal treat- 
ment introduced by von Noorden. 

The inability of the kidneys to excrete large 
amounts of fatty acids is a factor in the production 
of diabetic coma. Giving alkali helps the kidneys 
in this work. Before operation, therefore, it is 
important to give alkali until the urine becomes 
alkaline and to maintain, if possible, this alkaline 
reaction after operation. 

Neither success in inducing a storage of glycogen 
in the body before operation nor in keeping the 
urine alkaline is an absolute barrier against diabetic 
coma. They are only palliative measures. All 
those circumstances which unite to produce shock 
are factors which act as exciting causes of the con- 
dition known as diabetic coma. It is possible to 
mitigate the action of these agencies by the applica- 
tion of the principles of anoci-association. 

Epwarp L. CorNELL. 


ASEPTIC AND ANTISEPTIC SURGERY 


Sippel, A.: Asepsis (Zur Asepsis). Zentralbl. f. 
Gyndk., 1915, Xxix, 17. 

The author calls attention to several errors of 
aseptic technique that are of every-day occurrence 
and never thought of, resulting in many inexplain- 
able infections and occasionally causing loss of life. 
It is the common practice in many operating rooms 
to cover the patient with a sterile sheath as the 
only protection against the dust and even dirt of 
the patient’s clothing or of the hospital bedding. It 
is a grave mistake to expect the single sheath to act 
as a barrier against the underlying bacteria. The 
ordinary sheath is very permeable to bacteria, 
especially if soiled with blood or wet with solution. 
To convince oneself of this it is only necessary to 
place a little lampblack dust beneath a sterile 
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GENERAL SURGERY — SURGERY OF THE HEAD AND NECK 


sheath and then touch or take hold of the part — 
one’s hands will be black. The single pressing of 
the sheath against an underlying object is sufficient 
to force fine dirt, dust, or bacteria through the sheath. 

A sterile gown will likewise permit bacteria or 
dust from the surgeon’s clothes to penetrate it, 
especially during an operation lasting some little 
time. A sterile rubber apron or sheath should be 
beneath all sterile linen, as it prevents everything, 
even moisture, from penetrating it. 

Another common error in obstetric cases is to 
permit the advancing head to recede without first 
cleansing it. Each time the head advances farther 
and carries bacteria from the vagina and surround- 
ing skin along with it when it recedes. This is 
especially true if a coincident cystitis exists and 
urine containing bacteria is forced out with each 
pain. The author advises the use of a one per cent 
solution of bichloride to wipe the head after each 
pain before it is permitted to recede. In cases in 
which the intact bag of water is the presenting part 
at the vagina, it should be ruptured. 

L. A. JUHNKE. 


ANZSTHETICS 


Boldt, H. J.: Spinal Anzesthesia in Gynecology. 
N.Y. M..J5., 1638; Ci, 437. 


The author does not consider that spinal anesthe- 
sia was indicated as often as he used it, stating that, 
as a matter of fact, it is seldom preferable. One 
favorable feature of spinal anzsthesia he mentions 
is that one assistant may be dispensed with if 
necessary. He emphasizes the value of pre- 
liminary narcosis. He gives two doses of scopo- 
lamine 1/180 gr., and morphine % gr., at intervals 
of-an hour before the spinal anesthesia is begun. 
The third dose of narcotics may be necessary. 

In his opinion, the most important objection to 
spinal anesthesia is that the patient is conscious 
and aware of what is being done; hence the value of 


SURGERY OF THE 
HEAD 


Kopetzky, S. J.: A Brief Consideration of Some 
Factors Concerned in Cases of Atypical Sinus 
Thrombosis. Laryngoscope, 1915, xxv, 165. 


The author reviews the processes by which the 
typical lesions are produced, these processes being 
divided into three groups: 

1. The coalescent type of mastoid involvement 
in which the disease generally reaches the blood- 
vessels by contact and the lesion takes in and in- 
volves the blood-vessel walls, upon which granula- 
tions spring up. At a later stage, the lesion presents 
erosions of the sinus wall, or the sinus may be open, 
its interior being in communication with the abscess- 
like contents of the process. 
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narcosis. Headache has seldom occurred as a 
complication, since he allows as much fluid to escape 
as he injects, but when present it responds to large 
doses of bromide. Vomiting during operation rarely 
occurs. He has noted no paralysis. When it 
occurs he considers it due to faulty technique. For 
injection he prefers from 1.5 ccm. to 2 ccm. of a 
freshly prepared ro per cent solution of novocaine. 
W. H. Cary. 


Mosher, G. C.: The Latest Word on the Subject 
of Scopolamine Seminarcosis. Surg., Gynec. & 
Obst., 1915, xx, 348. 


The conclusions drawn by the author after visit- 
ing the medical centers in the East are as follows: 

Scopolamine seminarcosis is a hospital procedure 
and not universally successful. It can be safely 
used only by those who have been especially trained. 
Rigid adherence to the Krénig technique must be 
enjoined; otherwise failures should not be charged 
to it. As to hemorrhage, unusual necessity for 
forceps, foetal asphyxia, or after-results of un- 
toward nature, they were not observed in the cases 
the author witnessed. No caution is too extreme nor 
faithful watchfulness too exacting in the protection 
of mother and child, and no obstetrician should 
undertake the treatment unless he is willing to de- 
vote his entire time to the individual case after the 
first dose is administered until the labor is termina- 
ted. 

There can be no doubt that the final benefit to be 
derived from this remarkable discussion will be 
that obstetrics will be put on a plane of dignity in 
the eyes of the laity as well as of the general medical 
profession. The work will again be classed as one 
of the three great departments of medicine. It 
must emphasize the need of establishing maternity 
hospital service up to the standard of the Chicago 
Lying-In, the Sloane, and the New York Lying-In 
hospitals, in every metropolitan community in this 
country. Epwarp L. CorNELL. 


HEAD AND NECK 


2. Thehemorrhagic type in which the bony struc- 
ture of the mastoid is not generally broken down. 
There may be destruction of bone around the an- 
trum, but in the larger proportion of area which the 
mastoid process presents, the mastoid cells main- 
tain their long cell walls intact. In these inter- 
cellular bony structures are small veins which either 
become phlebitic or frankly thrombotic, and por- 
tions of the lateral sinus are infected by means of 
these small veins. The sinus wall does not gener- 
ally throw out defensive granulations. The sinus 
infection develops from within the blood-vessel, 
and the wall has a normal appearance. 

3. The component lesions of chronic mastoiditis, 
which include those dependent on the presence of 
cholesteatomata, those due to bone necrosis and 
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caries, and those in which an acute infection super- 
venes upon a preéxisting otitis media purulenta 
chronica. In this group the sinus is reached by 
extension of the bone lesion to it, or through contact 
with purulent tracts ramifying through the diseased 
bone. The sinus rarely presents a normal appear- 
ance. 

The processes by which the atypical cases are 
produced and which present factors which form a 
rational basis for the irregular features, for the 
atypical picture, and the untoward course are as 
follows: 

1. The acute middle-ear infection, which in 
the young, because of dehiscence in the tympanic 
floor and the direct contact of the tympanic mucosa 
with the dome of the jugular bulb, or even without 
such dehiscence, the passage of virulent micro- 
organisms through the tympanic floor by way of 
the small veins communicating with the anterior 
chamber of the dome, and by reason of the peculiar 
swirl which the blood stream makes while in the 
dome, causes the formation of a primary bulb 
thrombosis. The vessel wall appears normal. 

2. The acute middle-ear infections which reach 
the venous blood channels because of mal-develop- 
ment or non-development of intervening osseous 
structures and primary sigmoid sinus thrombosis 
or phlebitis develop as the sequele of the tympanic 
infection. The sinus appears normal. The au- 
thor presents histories of two cases illustrative of 
the latter condition. No mastoid symptoms were 
present because no mastoid cells were there; but the 
sinus was in this locality and consequently there 
developed sinus symptoms rather than mastoid 
symptoms. 

As to suggestions for diagnosticating this con- 
dition, the author mentions that a sign of some 
moment when it occurs is the transmission of the 
respiratory movement to the ear discharge. Also 
of importance is the finding of an increase in the 
amount of the cerebrospinal fluid which is usually 
present in sinus thrombosis. The use of the 
Strauss apparatus is recommended as the easiest 
way to recognize this, but the observation should 
not be made with the patient under ether. Eye- 
ground pictures appear too late. X-ray may 
afford some help. Orro M. Rorrt. 


Cheatle, A.: Specimens of Tuberculosis of the 
Temporal Bone. Proc. Roy. Soc. Med., 1915, 
viii, Otol. Sect., 30. 

1. The right temporal bone of an infant who died 
of general tuberculosis was shown in which there 
was demonstrated tuberculosis of the lining mem- 
brane of the middle-ear tract. Through a perfora- 
tion in the posterior segment of the membrane the 
lining membrane was seen to be thick and nodular. 
The middle-ear tract contained cheesy pus; the 
vessels were intact. 

2. Examination of the left temporal bone of an 
infant who died of general tuberculosis showed that 
the middle-ear tract was full of brown pus. There 


INTERNATIONAL ABSTRACT OF SURGERY 


was complete loss of the membrane and of the neck, 
short process, and handle of the malleus and articu- 
lar process of the incus. The stapes was in position. 
There was caries of the promontory over the round 
window. ‘The interior of the labyrinth was not 
invaded. 

3. Inthe third case the external semicircular canal 
and fallopian canal were opened; the promontory 
was rough and carious and the round window was 
irregularly enlarged. The stapes was gone. 

4. In this case the external semicircular canal 
was carious; the promontory was carious and per- 
forated. The whole labyrinth was invaded, and 
secondary perforations had occurred through the 
superior semicircular canal to the middle fossa and 
through the posterior semicircular canal to the 
posterior fossa. Orro M. Rorr. 


Brade, R.: Palliative Trephining Upon Choked 
Disc (Der Einfluss der Palliativetrepanation auf 
die Stauungspapille). Beitr. z. klin. Chir., 1914, 
xcill, 624. 

The author believes that it is agreed among 
ophthalmologists that choked disc is a symptom of 
increased intracranial tension, not at all constant 
and exhibiting considerable variations of degree. 
By former writers it has been considered an ad- 
vanced stage of optic neuritis. This, however, is not 
true, it being entirely of mechanical origin, and hence 
may be associated with an optic neuritis in the same 
patient. 

Especially difficult is the diagnosis if a choked disc 
develops on top of an optic neuritis, i.e., myopia; 
here the hemorrhage due to congestion alone will 
clear the diagnosis. In general we speak of a choked 
disc if the prominence of the nerve head has become 
measurable ophthalmologically; i.e., if the refraction 
difference between the height of the prominence and 
of the fundus in the vertical field is + 3 D=1 mm. 

The different theories advanced and the experi- 
ments conducted to determine the cause all point to 
the fact that choked disc is not a constant symptom 
of pathological processes producing an increased 
intracranial tension, and that sometimes it occurs 
very early and at other times very late. 

Choked disc is found in brain tumors, in menin- 
gitis serosa and tuberculosa, brain abscess, brain 
syphilis, hydrocephalus, in acute brain swelling 
(Reichardt), also in intra- and extradural and intra- 
cerebral hematomata, if death does not occur before 
the choked disc can develop. It is essential in all 
suspected cases of the above that we examine the 
fundus of the eye, as only in that way can a choked 
disc be diagnosed. Choked disc may be unilateral 
or bilateral, may be more severe on one side than on 
the other, and it may show changes from slight to 
extreme prominent mushroom formation, without it 
being possible to draw any definite conclusions in 
regard to the extent of the brain pathology present. 

The dangers of choked disc consist in the fact that 
in its gradual development a progressive atrophy of 
the nerve-fibers result. The result of the atrophy 
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of course is impairment of vision to complete blind- 
ness. This danger makes it necessary that every 
case of choked disc be immediately examined for 
acuteness of vision and the field of vision. No 
distinct relationship exists between the degree of 
choked disc and acuity of vision, as only slight 
impairment may be present with a high degree of 
choked disc, and vice versa. At any rate a threatened 
blindness needs measures to counteract it immediate- 
ly, and a very effective one is palliative trephining, 
which in the majority of cases cures choked disc as 
effectively as a herniotomy cures an incarcerated 
bowel within a hernia. We are indebted to von 
Hippel for the palliative trephining operation. 
True it is only a palliative measure, but since in the 
majority of cases we cannot attack the underlying 
disease we must at least utilize all measures to save 
the patient’s sight. Lumbar puncture decreases 
intracranial pressure, but only temporarily. In 
tumors of the posterior fossa, however, it is contra- 
indicated, even for diagnostic purposes. Its use in 
serous meningitis, hydrocephalus, and injuries of the 
cranium, is of considerable value and many good 
results have been obtained; but where permanent 
relief must be given and where lumbar puncture is 
inefficient trephining is to be considered. Puncture 
of the ventricles, puncture of the corpus callosum, and 
permanent ventricular drainage are severe operative 
procedures similar to trephining, and the result in 
many cases leaves much to be desired even though 
theoretically they may promise considerable relief. 

Trephining remains the most important surgical 
procedure in choked disc. Considering the great 
diagnostic difficulties, especially in regard to the 
localization of the lesion, it is employed not only as a 
palliative measure, giving instantaneous relief, but 
exploration of the lesion can be undertaken through 
the opening and any radical work done if indicated. 
The author firmly believes that in any case in 
which the intracranial pressure has been increased, 
resulting in choked disc with threatening loss of 
vision, it is advisable to do palliative trephining to 
save the vision. The operative mortality naturally 
is high considering the nature of the cases, but the 
dangers will be much lessened if the operation is 
performed early when chances for cure are excellent. 
The danger of infection is overcome by strict asepsis 
and a good careful suture of the scalp. Drainage is 
to be avoided, so that a fistula will not form and 
later lead to infection. Prolapse of the brain does 
not always occur and many times is only transient. 
Injury to the brain is much more likely to occur if 
the trephine opening, through which the brain is 
forced is small. In large openings with clean edges a 
large prolapse causes no symptoms. 

The site of trephining depends on the case. Ifa 
focal diagnosis is possible, the skull above the area of 
course is to be the site for trephining, rendering a 
radical removal possible. If an inoperable tumor is 
suspected from the first, then, according to Cushing, 
it is advisable to get as far away from the site of the 
tumor as possible, but the diagnosis cannot be con- 


trolled. If no focal diagnosis is possible, two loca- 
tions are open: the parietal and the suboccipital 
region. In parietal regions the right one will be 
chosen to avoid the speech center on the left side. 
The opening should be made close to the temporal 
region to utilize the temporal muscle in the closure. 
A large osteoplastic flap should be made to obtain a 
good view of the cerebral surface and because a large 
prolapse is less dangerous than a small one. The 
dura should be opened in all cases, and in those cases 
in which the pathology is not evident ventricular 
puncture and puncture of the brain should be under- 
taken. The dura is left open and the wound is 
closed without drainage, irrespective of whether bone 
is left or removed. 

The author reports 36 cases of brain lesions treated 
by operation. In 24 of the 32 cases (4 died at 
operation) the choked disc receded entirely, the 
improvement manifesting itself on the day after 
operation, whereas the improvement in the vision 
occurred gradually. According to the author’s ex- 
perience the influence of palliative trephining upon 
choked disc is almost instantaneous. A complete 
failure of the operation was never observed, although 
it was impossible in some cases to restore the damage 
done by the prolonged choked disc. The patients 
must come to operation early, before atrophy of the 
optic nerve has occurred. The early operation will 
likewise decrease the high mortality of the procedure. 

L. A. JUHNKE. 


Dandy, V., and Blackfan, K. D.: Hydrocephalus 
Internus. Beitr. z. klin. Chir., 1914, xciii, 392. 

In a very extensive article the authors take up the 
subject of hydrocephalus internus from an experi- 
mental, clinical, and pathological point of view. 
The work consists principally of experimental work 
relating to the pathology of hydrocephalus internus. 
The numerous problems unsolved have been taken 
up one by one and the results rendered, together 
with the technique employed. It is impossible in a 
short abstract to go into the details of the subject, 
but the problems are taken up one after another, 
giving the authors’ purpose, technique employed, 
and results obtained. 


EXPERIMENTAL STUDIES OF HYDROCEPHALUS 
INTERNUS 

1. Results of the closure of the aqueduct of 
Sylvius. The aqueduct of Sylvius is obstructed by 
means of a small cotton pledget. A suboccipital 
decompressive operation is performed in the median 
line, the pia and arachnoid are cut in the median 
line, and the foramen of Magendie is dilated. The 
cerebellum and roof of the fourth ventricle are 
elevated with a retractor. Through the dilated 
opening in the roof of the fourth ventricle a small 
pledget of cotton is carried on an introducer along 
the floor of the fourth ventricle into the aqueduct 
of Sylvius. The result of this procedure manifests 
itself immediately in the dog in a loss of balance, 
with a tendency to fall backward, slight dissociation 
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of the movements of the eyes, slight tendency to 
spasm but no paresis, frequent vomiting, drowsi- 
ness. These symptoms are transitory. A week 
later the general condition is almost normal; no 
lack of balance is evident; the dogs walk around but 
show no desire to play; the tendency to spasm is 
gone; the eye movements are normal; vomiting 
persists. Ten days later the dogs lie around, show 
no interest in their surroundings, react sluggishly to 
stimulants; there is a tendency to stupor; the eye 
movements are normal; vomiting is more frequent; 
there is a noticeable loss of weight. Thirty days 
after the operation the animals were killed. Au- 
topsy findings: cortex extremely thin, ventricles 
extremely enlarged, intraventricular pressure so 
great that fluid shot out a distance of three feet 
after perforation. The third ventricle and lateral 
ventricles were extremely dilated, the vein of 
Galen normal, aqueduct of Sylvius obstructed 
completely. 

2. Closure of the aqueduct of Sylvius followed 
by extirpation of the choroid plexus of both ven- 
tricles. After almost complete extirpation of the 
choroid plexus in both lateral ventricles and the 
closing of the aqueduct of Sylvius, hydrocephalus 
internus nevertheless developed, but to a lesser 
degree than if the choroid plexus had been left 
in situ. From these two experiments it will be 
seen that cerebrospinal fluid is formed in the ven- 
tricles, and apparently more rapidly than can be 
taken care of, and that the aqueduct of Sylvius is 
necessary for an avenue of escape. 

3. Ligation of the vena magna Galeni and the 
sinus rectus. The possibility that a hydrocephalus 
internus can be induced by the closure of the vena 
magna Galeni or the sinus rectus has been brought 
out repeatedly. As most of the evidence, however, 
was based on pathological specimens, especially 
tumors of the corpora quadrigemina, pineal gland, 
cerebellum, or in the immediate neighborhood, it is 
very likely that the aqueduct of Sylvius was also 
compressed. ‘The authors ligated the vena magna 
Galeni and sinus rectus in ten cases, and in all but 
one case the dogs remained entirely normal until 
killed three to eight months afterward, the brain 
showing no evidence of hydrocephalus, the collateral 
circulation being sufficiently developed to take care 
of the congestion. In one case the ligation included 
several of the communicating branches and a slight 
degree of hydrocephalus developed, but produced no 
symptoms. 


FORMATION OF THE CEREBROSPINAL FLUID 


1. The presence of the cerebrospinal fluid. 
Since Quincke introduced lumbar puncture, the 
presence of cerebrospinal fluid can be proven at 
any time. By taking pressure readings following 
lumbar puncture or ventricle puncture, the length 
of time it takes for the formation of a certain 
amount of spinal fluid can be estimated almost 
exactly. The rapidity with which the fluid is re- 
placed can also be estimated in certain rare cases — 


rhinorrhoea —in which the quantity reaches 200 
ccm. or more within twenty-four hours. 

2. Where the spinal fluid is formed. From the 
above-mentioned experiments it is clearly evident, 
as has been supposed, that the ventricles are the 
sites where the fluid is formed and that the choroid 
plexus is the principal factor in its formation. 
That there is an extracerebral origin is proved 
by the fact that in complete closure of the foramina 
of Magendie and Luschka, spinal fluid is obtainable 
by lumbar puncture, in small quantities. 

3. Formation of cerebrospinal fluid. It can 
be stated conclusively that cerebrospinal fluid is 
formed in the ventricles. We have some direct, 
but mostly indirect, evidence which can hardly be 
doubted that the choroid plexus, and possibly also 
the ependyma, manufactures this fluid. Whether 
this formation is due to secretory or mechanical 
means, or to both, cannot be stated positively, in 
view of the indirect evidence which we possess. 
At any rate, a venous stasis results in a prompt and 
rapid increase, and if the collateral circulation (small 
vein of Galen or the beginning of the large vein of 
Galen) is not efficient, and if the overproduction 
becomes continuous, hydrocephalus will result. 
Whether the normal variations of the _ blood- 
pressure lead to transudation or secretion of the 
fluid cannot be determined by introducing substances 
into the circulation. The similarity of the fluid 
and blood, in so far as the salt content is concerned, 
seems to prove that the production in part is due 
to filtration. On the other hand, the histological 
character of the epithelium of the choroid plexus, 
the basic differences in the chemical constitution 
of the cerebrospinal fluid as compared to the blood 
and other serous fluids, and the impermeability 
of the producing membrane to substances contained 
or introduced into the blood stream render the 
acceptance of secretory activity or cell activity 
necessary. It is, therefore, highly probable that 


the cerebrospinal fluid is formed by filtration as well ’ 


as by secretion. 


ABSORPTION OF THE CEREBROSPINAL FLUID 

1. Method of technique. The authors injected 
phenolsulphonephthalein into the cisterna cerebello- 
medularis. Indigo-carmin and methylene blue were 
not adapted as well as the above. The authors 
separated the muscles in the median line of the back 
of the neck and the membrana atlanto-occipitalis 
was exposed. This membrane lies directly over 
the cisterna cerebellomedularis. After careful in- 
cision of the dura, the arachnoid can be punctured 
and the desired quantity of fluid withdrawn. This 
can be replaced with the same quantity of a solution 
of phenolsulphonephthalein at body temperature 
without disturbing the normal pressure of the cere- 
brospinal fluid. While it is possible to obtain an 
excretion in the urine of 80 to 90 per cent of the 
phenolsulphonephthalein injected into the pleural 
or peritoneal cavity, only 60 to go per cent is ob- 
tained after injection into the subarachnoid space. 
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2. Rapidity of absorption. The phenolsul- 
phonephthalein appears in the urine within five to 
seven minutes after injection and about 75 per cent 
of the total excretion appears in the urine within 
three to four hours, and the total amount in about 
eight or nine hours. In general it may be said that 
the cerebrospinal fluid is completely absorbed and 
rendered in about eight to twelve hours, or at least 
two to three times a day. 

3. Does the absorption of the cerebrospinal 
fluid occur by the blood or by the lymphatics? The 
authors endeavored to determine by which route the 
absorption takes place, as no direct experimental 
evidence was obtainable. They injected the sub- 
arachnoid space as above with phenolsulphone- 
phthalein, inserted a cannula into the thoracic duct, 
and obtained the total lymph stream. In other 
animals they obtained arterial blood from the carotid 
artery immediately after injection. While the 
phenolsulphonephthalein appeared in the blood 
stream within three minutes after injection and in 
the urine within six minutes, only faint traces were 
ever found in the lymphatic stream. These ex- 
periments prove conclusively that the lymphatics 
do not take part in the absorption of the cerebro- 
spinal fluid and that the fluid is absorbed directly 
into the blood stream. 

4. The absorption is a diffuse process in which the 
entire subarachnoid space takes place. The authors 
ligated the dura and spinal cord at about the level 
of the fourth cervical vertebra and injected some 
of the phenolsulphonephthalein into the distal end 
of the spinal subarachnoid space after withdrawing 
some of the fluid. Its appearance in the urine 
occurred within six minutes and the total quantity 
excreted was as large as that obtainable from the 
cranial subarachnoid space. 

5. Proof against the existence of stomato. India 
ink and lampblack were introduced into the 
cerebrospinal fluid after removal of some of the 
fluid. After two or three hours no proof of the 
existence of these bodies was available. Blood 
examined from the longitudinal sinus showed no 
particles. After one, two, or three hours the 
particles, however, were distributed evenly through- 
out the entire cerebral and spinal subarachnoid 
space, but there were no accumulations. Par- 
ticles were adherent to the pacchionian bodies and 
on the outer sides of the sinuses, but never within or 
in their walls. Even after subjecting them to a 
pressure of 100 mg. no migration of the particles 
through the walls of the venus sinuses occurred. 
By these experiments it seems certain that the 
absorption is a general or diffuse process in which 
the entire subarachnoid space takes part. Since 
the absorption from the spinal arachnoid is pro- 
portionately as great as from the entire space, it is 
unnecessary to assume the presence of stomato. 

6. Proof against the supposition that the pac- 
chionian granulations are absorbing organs. ‘This 
supposition originates from the work of Key and 
Retzius, and the view has had considerable support. 


The pacchionian bodies are in reality diverticula of 
the arachnoid which protrude into the lumen of the 
sinuses and into the bones of the cranial vault. 
They are surrounded by a layer of arachnoid and a 
layer of dura mater, which render much more 
effective resistance against the transition of fluid 
than the simple endothelial covering of capillaries 
in the pia arachnoidea. The pacchionian bodies 
are also not present at birth, or are so very poorly 
developed that they may be overlooked. With 
increasing age and increasing intracranial pressure 
they become more pronounced and more numerous; 
in many animals they are not present at all. It 
would be exceedingly difficult or impossible to prove 
the transition of fluid through the pacchionian 
bodies during life; hence, we must depend entirely 
upon post-mortem evidence. It is possible to force 
fluid through the pacchionian granulations into the 
sinus, but it must be done under very high pressure. 
With still greater pressure it is even possible to 
force fluid from the subarachnoid space into the 
nasal cavity. The best proof against the absorption 
of the cerebrospinal fluid by the bodies is the manner 
of absorption from the subarachnoid space. 

7. The absorption of the cerebrospinal fluid as 
compared to the peritoneal and pleuritic fluids. 
The absorption of fluid from the peritoneal and 
pleuritic cavity has been studied lately by Dandy 
and Rowntree. It was proved that the absorption 
of fluid from these cavities likewise is a diffuse 
process and is independent of the assumed positions 
of the body. It was further proved that the ab- 
sorption is directly by the blood and not by the 
lymphatics. The absorptions from these cavities, 
however, is much more rapid than from the sub- 
arachnoid space. The time of appearance of 
phensolsulphonephthalein in the urine is about the 
same in all cases. Its disappearance from the 
pleural cavity and peritoneal cavity occurs much 
sooner, however. 


ABSORPTION FROM THE VENTRICLES 

It is perhaps interesting to mention some clinical 
evidence in regard to the absorption of cerebro- 
spinal fluid. In seven cases of hydrocephalus the 
communication between the ventricles and the 
subarachnoid space was found completely closed, 
thereby an excellent opportunity to study the 
absorption of the ventricles being afforded. When 
phenolsulphonephthalein was injected into these 
ventricles its appearance in the urine was much 
delayed (30 to 40 minutes) and a quantity larger 
than 2 per cent was never excreted during the first 
two hours after its appearance in the urine. The 
excretions in the urine persisted ten days or longer, 
showing that hardly any absorption took place 
within the ventricles. 


COMMUNICATION BETWEEN THE VENTRICLES AND 
THE SUBARACHNOID SPACE 

From the above experiments it can be seen that 

the cerebrospinal fluid is formed within the ventricles; 
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that it is not absorbed here but in the entire sub- 
arachnoid space. It is also clear that the normal 
balance between absorption and production is 
dependent upon a sufficient communication be- 
tween the place of formation and the place of 
absorption; i.e., between the ventricles and the 
subarachnoid space. 

Six communication foramina have been described. 
The three foramina described by Bichat connecting 
the third ventricle and the two lateral ventricles 
with the subarachnoid space were later proved to be 
artificial communications. The central commu- 
nication between the fourth ventricle and the sub- 
arachnoid space is the foramen of Magendie. The 
two later communications are the foramina later- 
alia of Luschka. 

1. Experiments to prove the existence of func- 
tional communications. If phenolsulphonephtha- 
lein is injected into the ventricles after the with- 
drawal of a quantity of fluid, the substance appears 
in the spinal fluid within one to seven minutes. 
This is not due to increased pressure, as fluid is 
withdrawn first, and pressure is not applied. ‘This 
observation is made in two classes of cases: one 
without hydrocephalus, and the other with hydro- 
cephalus but without mechanical closure. Further- 
more, if spinal fluid is withdrawn and phenolsul- 
phonephthalein is introduced without increasing 
the pressure, the agent is found in the ventricles 
within a short time, proving conclusively that a 
communication between the ventricles and the 
subarachnoid space does exist, and that an inter- 
change of substances can occur even against the 
current of cerebrospinal fluid from the ventricles. 
This transition of fluids from the subarachnoid space 
to the ventricles is of extreme importance, considered 
from the point of view of intraspinal anesthesia and 
intraspinal medication in diseases of the central 
nervous system. 

2. Where is the communication? If there is an 
occlusion of the duct of Sylvius or of the foramina 
of Magendie and Luschka and phenolsulphone- 
phthalein is injected into the ventricles, the coloring 
matter does not enter into the spinal fluid. This 
was shown in a series of seven cases in which the 
occlusion was demonstrated at autopsy. This 
shows that there are no communications between 
the third ventricle and lateral ventricles on the one 
hand and the subarachnoid space on the other, or, 
in other words, that the foramina lateralis of Bichat 
do not exist. The aqueduct of Sylvius is the only 
canal by which the fluid can escape from the ven- 
tricles. The communication between the ventricles 
and the subarachnoid space must therefore be poste- 
rior to the aqueduct of Sylvius and must originate 
from the fourth ventricle. These communications 
are the foramina of Magendie and Luschka. 

3. The functional capacity of the communica- 
tions. To test the diffusion of phenosulphone- 
phthalein and the functional capacity of the com- 
munication, the colored matter was injected into the 
ventricles in two cases and into the subarachnoid 
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space (lumbar puncture) in two cases. Two and 
one-half hours later fluid was withdrawn from both 
places for comparison. It was shown that diffusion 
of fluids occurs in both directions promptly, and 
from the concentration figures obtained it may be 
said that diffusion from the ventricles to the sub- 
arachnoid space occurs approximately twice as fast 
as in the reverse direction. This is probably ex- 
plained by the fact that the normal current is in that 
direction. 


DIFFUSION OF SOLID PARTICLES IN THE SUBARACH- 
NOID SPACE 


To disprove the existence of stomato or other 
mechanical or special structures for the absorption 
of cerebrospinal fluid along the different sinuses, 
the authors withdrew some of the fluid through the 
membrana occipitalis and injected a suspension 
of lampblack particles. The animal was kept in 
narcosis for an hour and a half, and was then killed 
and frozen. Later examination showed a uniform 
distribution of the particles throughout the entire 
subarachnoid space of the brain as well as of the 
spinal cord. There was absolutely no accumulation 
of particles along the sinuses, or along any other 
point. With the exception of four pairs of cranial 
nerves, particles were not found along any of the 
others; and these four pairs of nerves have limiting 
arachnoid membrane along which the fluid is dis- 
tributed. The uniform and rapid distribution of 
the particles is best explained by the pulsation of 
the central nervous system. 


CLINICAL PATHOLOGICAL STUDIES ON 
ALUS INTERNUS 


Methods of technique. In observations em- 
ploying phenolsulphonephthalein the following was 
ascertained: (1) The absorption from the ven- 
tricles. A ventricle puncture is made and 1 ccm. of 
the indicator (6 mg.) in 2 ccm. ventricular fluid is 
injected into the. ventricle. (a) The time of ap- 
pearance in the urine is ascertained, and (b) a 
quantitive determination of the excreted amount is 
made two hours after its appearance in the urine. 
(2) The absorption from the subarachnoid space. 
A lumbar puncture is made and the same quanitity 
of indicator in spinal fluid is injected. The time of 
appearance and the quantitative excretion in the 
urine are estimated. (3) Whether the communica- 
tion between the ventricles and subarachnoid space 
is open or closed. After ventricular puncture and 
injection of the above-mentioned quantity of in- 
dicator a lumbar puncture is made, and the presence 
of the substance in the spinal fluid is determined. 
The procedure may be reversed and the fluid from 
the ventricles tested. During these observations 
the patients were kept in the dorsal position. The 
urine for examination was obtained by catheteriza- 
tion. 

Investigations in regard to the communication 
between the ventricles and the subarachnoid space 
and the absorption from them in cases without 


HYDROCEPH- 











GENERAL SURGERY — SURGERY OF THE HEAD AND NECK 


hydrocephalus were carried out on six cases. In 
three cases no evidence was present that the central 
nervous system was at all affected. (The cases 
were all infants.) Three cases of tuberculosis with 
tuberculous meningitis were tested and observations 
made during the course of the meningitis. In 
meningitis there is always the possibility of de- 
creased absorption being present. The results, 
however, are analogous to those without meningitis. 
In three cases autopsies were performed. There 
was no hydrocephalus and in none of the cases was 
there an occlusion of the foramina of Magendie and 
Luschka. The results of this group are identical 
with those obtained in animals. In each case the 
presence of a communication between the ventricles 
and subarachnoid space was proven, and in two cases 
the relative amount of fluid which passed from the 
subarachnoid space to the ventricle could be deter- 
mined quantitatively. 

Clinical investigations regarding the absorption 
of fluid from the ventricles and from the subarach- 
noid space in patients with hydrocephalus internus 
were likewise carried out employing phenolsul- 
phonephthalein. By using the above-described 
methods it was possible to divide the cases of hydro- 
cephalus internus into two classes. The introduc- 
tion of the substance into the ventricles and the 
later examination of the spinal fluid for its presence 
determines whether the communication between the 
ventricles and the subarachnoid space is closed 
(Group 1) or open (Group 2). The further dif- 
ferentiation between these two groups will be 
taken up later. 

Group 1. Hydrocephalus internus with closure 
of the communicating canals of the ventricles. 
The authors investigated clinically 7 cases of hy- 
drocephalus internus, performing the same ex- 
periments on these as on the animals. The im- 
portant point in this group is the absence of a com- 
munication between the ventricles and the sub- 
arachnoid space. This absence was proved in all 
7 cases by the use of phenolsulphonephthalein. In 
5 cases the clinical observation was corroborated 
by a later post-mortem examination. In one case 
a thick tuberculous exudate covered the base of the 
brain and sealed the communicating foramina 
hermetically. In two cases the foramina were 
closed by adhesions of an old meningitis process. 
In two cases the aqueduct of Sylvius was completely 
closed. In both cases the region of the aqueduct 
was invaded with neurolgiac tissue. The two re- 
maining cases are still alive. In all 7 cases the 
absorption of fluid from the ventricles was almost 
nil, as it was only 2 per cent 2 hours after the in- 
jection. It will be seen that the average absorption 
of the ventricle is about one per cent an hour. This 
absorption is independent of the size of the ventricle 
or of the quantity of fluid present. The time of 
absorption likewise is much prolonged from the 
normal period of a few hours to about 10 days. 
Hence, it may be stated that for practical purposes 
there is no absorption of cerebrospinal fluid from 
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the ventricles of the brain. The appearance of the 
substance in the urine is also long delayed (30 to 
50 min.). In contrast to the delayed ventricle 
absorption is the high absorption from the sub- 
arachnoid space in all cases except the two with 
post-meningitis changes. Here the time of ap- 
pearance in the urine as well as the time of total 
excretion after injection into the subarachnoid 
space is normal. The influence of meningitis upon 
the subarachnoid absorption will be discussed later. 
This type of hydrocephalus internus is caused by 
the failure of the cerebrospinal fluid to pass from 
its place of formation in the ventricles to the place of 
absorption in the subarachnoid space, as the com- 
municating canals are closed. 

Group 2. Hydrocephalus internus with free 
communication between the ventricles and the 
subarachnoid space. Four clinical cases were 
tested experimentally. In this type of hydroceph- 
alus the communication between the ventricles and 
the subarachnoid space is open. After injection of 
phenolsulphonephthalein into the ventricle the 
indicator appears almost immediately in the spinal 
fluid, just as in normal cases. The presence of the 
communication is also proved by the rapid ap- 
pearance of the indicator in the ventricles after 
injection into the subarachnoid space. That the 
opening is sufficient is shown by the relatively high 
concentration of the indicator in the spinal fluid 
after injection into the ventricle and vice versa. 
The absorption from the subarachnoid space was 
markedly decreased in each one of these cases (10 
per cent in 2 hours, or approximately one-fourth 
of the normal amount). The time from the ap- 
pearance in the urine to complete excretion was also 
much prolonged. This decreased absorption from 
the subarachnoid space is the etiologic factor of the 
hydrocephalus internus. The absorption from the 
ventricles likewise was very low (4 per cent) but 
higher than in Group 1. As has been shown, 
practically no absorption takes place from the 
ventricles, the decrease of the fluid after injection 
into the ventricles in cases of hydrocephalus in- 
ternus of the communicating type being due to the 
absorption of the fluid from the subarachnoid space 
after the injected material has diffused there through 
the communicating canals. The fact that a hydro- 
cephalus internus is formed and not an externus 
is due to the fact that the distended subarachnoid 
space backs up the fluid into the ventricles and 
distention results here also. As opportunities for 
performing autopsies on these cases were not 
afforded, the exact cause for decreased absorption 
from the subarachnoid space was not determined. 
It is probable, however, that the decreased absorp- 
tion was due to adhesions which decreased the 
volume of the subarachnoid space. 

The clinical differences between the communicat- 
ing and the obstructive type of hydrocephalus 
internus. As far as could be determined there is no 
certain method of differentiating these two types 
except by determining the presence or absence of the 
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communicating canal. Although the increase in 
the size of the head appears to be a little slower in 
the communicating type, there are nevertheless 
cases in which the growth is very rapid. Oc- 
casionally it is possible to determine that the fluid 
comes from a case of the communicating type by 
the large quantity of fluid which can be obtained at 
spinal puncture. This, however, is only possible 
when the hydrocephalus is far advanced. The 
only satisfactory and reliable method is the phenol- 
sulphonephthalein test. 

Relation of the occlusion to hydrocephalus 
internus. In this series of 7 cases in which the 
presence of an occlusion was determined by means 
of the phenolsulphonephthalein test the authors 
were able to prove an obstruction in each of the 5 
cases which came to autopsy. Furthermore, an 
obstruction introduced into the aqueduct of Sylvius 
regularly induced the formation of a hydrocephalus 
internus. The hydrocephalus is caused by the fact 
that the fluid is formed in the ventricles but is not 
absorbed there. In this respect there is a close 
analogy between the ventricles and the renal pelvis. 
Just as a hydronephrosis results from occlusion of 
the ureter, so a hydrocephalus results from occlusion 
of the exit canals of the ventricles. Neither in the 
renal pelvis nor in the ventricles of the brain is 
there sufficient absorption to overcome the effects 
of an occlusion. 

Relation of meningitis to hydrocephalus internus. 
In two cases of Group 1 the pathological investiga- 
tion proved that a preceding meningitis was the 
cause of the hydrocephalus, the opening having 
been closed. In Group 2 there were two more 
cases in which the hydrocephalus followed shortly 
after the attack of meningitis. How hydrocepha- 
lus can occur with the communicating foramina 
open has not been proved. The authors are un- 
able to give the correct pathology underlying these 
cases, as all four patients are still alive, but that 
the pathological anatomy is analogous to the above- 
mentioned manner of formation is probably cer- 
tain. 

The relation of venous stasis to hydrocephalus 
internus. Venous stasis by occlusion of the large 
or small vein of Galen is undoubtedly the cause of a 
small percentage of cases of hydrocephalus internus. 
The experimental proof was mentioned earlier in 
the article. Cases due to thrombosis of these veins 
likewise were mentioned. Although perhaps very 
rare, yet it is always necessary to think of them dur- 
ing autopsy. Their diagnosis is clinically impos- 
sible. In cases of tumor in the region of the mid- 
brain it is also likely that with compression of the 
veins the aqueduct of Sylvius was also compressed. 
As tumors are rare in childhood it is very unlikely 
that hydrocephalus is caused by venous stasis 
except in very rare instances. 

The possibility of other causes for the formation 
of hydrocephalus internus. From the above-men- 
tioned experiments and clinical cases it is very un- 
likely that alcohol, rickets, trauma, tuberculosis, 


syphilis, heredity, etc., can cause hydrocephalus 
unless local changes have resulted at the base of the 
brain as a result of the disease. Its association 
with spina bifida has been commented on frequently. 
In these cases developmental anomalies locally 
probably constitute the cause. The brain atrophy 
and non-union of the cranial sutures are undoubtedly 
secondary phenomena, resulting from the increased 
intracranial tension. 

Hydrocephalus internus after removal of a 
meningocele has been reported quite frequently 
but has never been satisfactorily explained. Mus- 
catello, who reported a series of these cases, at- 
tributes them to an infection which occurred at the 
operation. The authors believe that it is due to the 
decreased volume of the subarachnoid space after 
removal of the meningocele, not leaving sufficient 
absorbing area. Before a removal of a meningocele 
is undertaken it would seem urgently necessary to 
make a quantitative determination of the absorption 
from the subarachnoid space to determine whether 
it is sufficient or not. If decreased, the operation 
would probably be contra-indicated in the light of 
our present knowledge. 


TREATMENT OF HYDROCEPHALUS INTERNUS 

The authors have shown that there are two types 
of hydrocephalus internus different from each other 
in regard to the underlying etiological factor; 
hence the treatment must be entirely different. It 
is, therefore, all important to determine whether 
the hydrocephalus is of the communicating or of the 
obstructive type. This can be easily ascertained 
by the phenolsulphonephthalein test. If the hy- 
drocephalus is of the obstructive type, the logical 
treatment of course would be the removal of the 
obstruction. If this is situated at the foramina of 
Magendie or Luschka, as in two of the cases in 
Group 1, its removal ought to be possible. If, 
however, it is at the aqueduct of Sylvius, it is much 
more difficult to -construct a new communicating 
canal. Before the removal of the obstruction is 
undertaken, however, it is necessary to test the 
absorptive power of the subarachnoid space. If 
this absorption is deficient, the operation would only 
convert a hydrocephalus of the obstructive type to 
one of the communicating type. 

As the communicating type is due to decreased 
absorption from the subarachnoid space, the treat- 
ment must be devoted to increasing the absorptive 
surface of the latter. At present our knowledge 
of the cause of the decreased absorption is still 
very imperfect, but in two cases the autopsy find- 
ings pointed to the fact that adhesions due to an old 
inflammatory process had in part obliterated the 
space. The rational treatment would be to drain 
this fluid into other tissues having a sufficient 
absorptive power. It is plausible that the extirpa- 
tion of the choroid plexes would decrease the produc- 
tion of the cerebrospinal fluid sufficiently so that 
the subarachnoid space could take care of the re- 
mainder. 
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CONCLUSIONS 

Hydrocephalus internus can be produced ex- 
perimentally by introducing an obstruction into 
the aqueduct of Sylvius. Hydrocephalus can be 
produced by introducing an obstruction into the 
aqueduct of Sylvius in spite of previous extirpation 
of the choroid plexes of both ventricles. The latter 
procedure, however, affects the degree of the hydro- 
cephalus internus. 

From these experiments it is evident that the 
cerebrospinal fluid is formed within the ventricles 
much faster than it can be absorbed from the ven- 
tricles and that the aqueduct of Sylvius is absolutely 
necessary for its outflow. 

Hydrocephalus internus can also be produced by 
ligation of the vena magna Galeni near its origin; 
if the ligature is placed farther distally or the sinus 
rectus alone is ligated, hydrocephalus is not pro- 
duced on account of the efficient collateral circula- 
tion. 

The cerebrospinal fluid is produced principally 
by the choroid plexes and probably by filtration as 
well as by secretion. 

That the quantity of cerebrospinal fluid is in- 
creased by a general venous congestion is proved by 
a temporary compression of the jugular vein, and 
this increase ceases as soon as the congestion is 
taken care of by the collateral circulation. Drugs 
affect only in a very slight degree the rapidity with 
which the fluid is formed. Pilocarpine causes a 
slight increase. The structures producing the fluid 
are quite impermeable. Only a very few of the 
substances introduced into the blood enter the cere- 
brospinal fluid and then only in traces. The fluid 
is protected much more effectively against sub- 
stances in the blood stream than are the pleural, 
peritonitis, or pericardial fluids. 

A rapid and constant formation and absorption 
of cerebrospinal fluid is taking place continually. 
The entire quantity is practically renewed every 
8 to 21 hours. The lymphatic system plays a minor 
role in the absorption of the spinal fluid. 

The fluid is absorbed directly into the blood. The 
entire subarachnoid space serves as the medium of 
absorption. We are dealing with a diffuse process 
and not with stomata leading into the venous sinuses 
or pacchionian bodies as absorbing structures. 

In the ventricles practically no absorption takes 
place. The maintaining of a balance between for- 
mation and absorption renders a communication 
between the ventricles and the subarachnoid space 
absolutely necessary. After introducing phenol- 
sulphonephthalein into the subarachnoid space it 
appears in the lateral ventricles in a very short 
time; hence there are no valves at these openings. 
The communication is established by means of the 
foramina of Magendie and Luschka through the 
fourth ventricle. 

If a closure of the aqueduct of Sylvius is effected, 
the indicator does not reach the spinal fluid after 
injection into the ventricles; hence there are no 
foramina of Bichat and of Mierzejewski. 
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Particles introduced into the subarachnoid space 
without pressure are soon distributed evenly over 
the entire cerebral and spinal subarachnoid space. 
There are no currents leading to the venous sinuses. 
The particles are not distributed along the cranial 
and spinal nerves except along the four having 
prolongations of the subarachnoid membrane. 

Hydrocephalus internus is divided into two dis- 
tinct classes, depending on whether the communi- 
cation between the ventricles and the subarachnoid 
space is open or closed. 

In seven patients with hydrocephalus internus 
the absence of a communication was demonstrated. 
In each of these cases there was practically no 
absorption from the ventricles, whereas the ab- 
sorption from the subarachnoid space was normal. 
As the outflow of the fluid was prevented from the 
ventricles hydrocephalus resulted. Four cases of 
hydrocephalus internus were examined in which a 
communication between the ventricles and the 
subarachnoid space did exist. In these cases, 
however, the absorption from the subarachnoid 
space was deficient. 

Meningitis was the cause of the disease in two 
cases of each of the two types of the disease. The 
onset of hydrocephalus after operative removal of a 
meningocele is probably caused by the decrease of 
the absorptive area. 

The surgical treatment of these cases must be 
instituted according to the variety of hydrocephalus. 

In the obstructive type the obstruction should be 
removed if possible. In the communicating type a 
larger absorptive area should be provided for the 
fluid. L. A. JUHNKE. 


Davis, E. D.: A Case of Sarcoma of the Pituitary 
Body Treated by the Killian-Hirsch Operation. 
Proc. Roy. Soc. Med., 1915, viii, Laryngol. Sect., 57. 


The patient complained of right frontal and tem- 
poral headache, at first spasmodic and then con- 
tinuous, of two years’ duration. 

Examination on June 17 revealed central optic 
atrophy and posterior synechia. Acromegaly was 
diagnosed by the patient’s large hands, feet, lips, 
and jaw, and by his general appearance. The 
pulse was 80; temperature 97 to 98.4°. X-rays 
showed a large sella turcica. Skeletal changes with 
ununited epiphyses were marked. The Killian- 
Hirsch operation gave no relief, so pieces of glandular 
pituitary with proliferating cells were removed. 

On August 5 a large parietofrontal osteoplastic 
flap was raised and the roof of the right orbit was 
removed. The brain was elevated and easy and 
clear access was obtained to a cherry-like growth 
projecting between the two optic nerves. Severe 
hemorrhage occurred when an attempt was made to 
remove the tumor. The patient died the same day 
the operation was performed. 

Post-mortem examination showed that a piece of 
the large cystic growth projected into the sphenoidal 
sinus through the opening made at the first opera- 
tion. Orto M. Rort. 
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Davis, E. D.: A Post-Mortem Specimen of a Pitu- 
itary Cyst Opened by the Killian-Hirsch 
Operation. Proc. Roy. Soc. Med., 1915, viii, 
Laryngol. Sect., 57. 


The patient complained of progressive blindness, 
and examination revealed optic atrophy and signs 
of hypopituitarism. Réntgenography revealed a 
large sella turcica with absorption of the dorsum 
sell. 

July 26. The Killian-Hirsch operation was per- 
formed, but hemorrhage on incision of the dura 
was profuse. 

July 27. Hemiplegia developed, with loss of 
speech, paralysis of the right face, right arm, and leg. 

July 30. Sight was notably improved. 

August 12. Severe occipital headache and rest- 
lessness; temperature 103°. 

August 14. Temperature normal. 

August 23. Another attack of pain, restlessness, 
and high temperature, 

September 11. Patient died with symptoms of 
meningitis, but paralysis of the leg had practically 
disappeared. 

Post-mortem. A cherry-red cyst was found pro- 
jecting between the optic nerves into the anterior 
fossa of the skull with the tail end of the cyst lying 
immediately over the opening made by the opera- 
tion on the floor of the sella turcica. There was 
considerable absorption of the dorsum sella and 
basal meningitis. Otro M. Rott. 


NECK 


Porter, M. F.: Diseases of the Thyroid Gland with 
Special Reference to the Surgical Aspect. 
Internat. J. Surg., 1915, xxviii, 82. 


Porter believes that all permanent goiters should 
be regarded as potentially toxic, and treatment 
should be instituted before serious cardiovascular 
changes occur. He has seen very few cases of in- 
fections and neoplasms of the thyroid, and suggests 
that sudden increase in the size of a simple goiter 
should arouse a strong suspicion of malignancy. 
He confines his remarks on treatment chiefly to 
hyperthyroidism; however, he emphasizes that all 
so-called simple goiters that are persistent should 
be looked upon as dangerous and should be removed, 
because thyrotoxicosis is much more likely to be 
engrafted upon a simple goiter than cancer upon a 
wart, a mole, or a lacerated cervix. 

He strongly recommends the injection of boiling 
water into the gland as a substitute for the so-called 
medical treatment in patients with small thyroids 
and moderate symptoms of hyperthyroidism, also in 
cases with moderate or severe symptoms and rela- 
tively small glands and especially in cases of hyper- 
plasia of a remaining lobe following lobectomy, 
It is also useful in substernal hyperactive goiters, 
in which case the removal might be hazardous. 
Patients with large goiters and extreme cases of 
hyperthyroidism should be treated with the injec- 
tions until they become safe surgical risks and then 


the gland should be removed. He does not recom- 
mend this treatment in non-toxic goiters. 
Henry J. VAN DEN BERG. 


Ginsburg, N.: Surgical Anatomy of Thyroid 
Gland. Ann. Surg., Phila., 1915, lxi, 268. 


Severe hemorrhages not infrequently attend 
partial thyroidectomy owing to (1) retraction of the 
vessels after incision; (2) distortion. of the gland 
by overgrowth and consequent disturbance of 
landmarks; (3) the frequency of anomalous dis- 
tribution of the thyroid vessels, particularly the 
veins. 

The division of the superior thyroid artery often 
takes place at a distance of from two to three centi- 
meters from the gland; hence, the dorsal branch 
might easily be missed in polar ligation, explaining 
why failure to improve is encountered in toxic 
goiter after complete single or bilateral ligation of 
the superior thyroids was thought to have been 
accomplished. 

The middle thyroid vein is fairly constant, short, 
and likely to be overlooked in lobectomy, especially 
since traction will cause it to collapse to a thin cord, 
which bleeds freely if incised, when release of trac- 
tion takes place. 

Occasionally the inferior thyroid artery is wanting 
on one side and a huge superior thyroid artery com- 
pensates its absence. 

Ligation of the inferior thyroid artery before 
division requires retraction of the carotid sheath 
and cannot be easily accomplished through a small 
incision. Ligation of the main branches before 
they enter the gland is made dangerous by the prox- 
imity of the motor laryngeal nerve. The peripheral 
ligation of the vessels in the gland substance, with 
retraction of the lobe toward the median line, spares 
both the nerve and the parathyroids, and is there- 
fore much safer; this is the procedure advised by 
Kocher, Halsted, and Mayo. 

The quadruple ligation of the thyroid vessels 
with nerves included in the ligature, as advocated 
by Rogers, is fundamentally based upon a certainty 
of accomplishing a reduction of the glandular 
arterial burden, and no other operation upon the 
thyroid save total excision equals it in this respect. 
The thirty-seven cases reported by Rogers offers 
incontestible proof of the value of this procedure. 

Lucian H. Lanpry. 


Fisher, M. K.: The X-Ray Treatment of Exophthal- 
mic Goiter. N.Y. M.J., 1915, ci, 455. 


The author reports a series of 23 cases of exoph- 
thalmic goiter treated with réntgen rays. Of this 
number 4 were operated upon previous to radiation 
and 1 death resulted from accident. Of the remaining 
15 cases treated by X-ray alone 6, or 40 per cent, were 
cured; 5, or 33% per cent, were improved; and the 
other 4, or 2624 per cent, were unimproved. The 
cases reported as cured have been well for two years; 
those improved have occasional attacks of hyper- 
thyroidism and return for further treatment. 
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The author advances the theory that the X-ray 
does good in these cases by causing a retrover- 
sion from the exophthalmic type to the cystic or 
simple hypertrophic goiter, but does not mention 
any instances of cystic thyroid following réntgeniza- 
tion of an exophthalmic goiter. 

The symptoms respond to treatment in the fol- 
lowing order: subsidence of exophthalmas, then of 
nervousness, dyspnoea, and sweating, followed by 
improvement in the tachycardia and arrythmia. 
The thyroid may or may not return to its normal 
size. The author employs small and frequently re- 
peated treatments rather than massive doses in the 
treatment of exophthalmic goiter. G. W. Grier. 


Haberer, H. von: Failures in the Treatment of 
Basedow’s Disease (Kasuistisches zur Frage 
therapeutischer Misserfolge bei Morbus Basedowii). 
Wien. klin. Wehnschr., 1915, xxviii, 1, 57. 

Von Haberer has heretofore discussed his ex- 
perience in treating Basedow’s disease and goiter by 
removal of the thyroid and part of the thymus. He 
had excellent results in 23 cases and from his ex- 
perience he is convinced that the thymus has a 


SURGERY OF 


CHEST WALL AND BREAST 


Davies, H. M.: The Operation of Rib Mobilization 
in the Treatment of Phthisis. Brit. J. Surg., 
1915, li, 544. 

The author describes the procedure of rib mobili- 
zation in phthisis when nitrogen pneumothorax 
is impossible, owing to adhesions. He lays particu- 
lar stress on free rib resection and the diminishing 
of operative shock and post-operative pain. 

Wilms first conceived the idea of this procedure. 
He advocated the removal of 3 or 4 cm. of the poste- 
rior part of the first eight ribs and a similar removal 
of the costal cartilages of the first five ribs. The 
chest wall then sinks inward, downward, and tilts 
downward. The operation is done in two stages. 

The author, however, obtains better results in 
collapsing the chest by resecting the entire cartilages 
of the diseased side at the second stage. The first 
rib especially must be mobilized. 

In the prevention of shock the idea of anoci- 
association is used. Absolute alcohol is injected 
into the costal nerves because (1) a minimum amount 
of chloroform can be used, (2) the pain of the cut 
ends of the ribs irritating the surrounding tissues is 
abolished, and (3) the paralysis of the costal muscles 
allows greater collapse of the chest wall. A few 
minims only are used in each nerve, as larger 
amounts cause sloughing. 

The patient should be kept in bed for an entire 
week before operation. Chloroform is the an- 
esthetic of choice and is preceded by an injection 
of morphine gr. 14 and atropine gr. 1/100. 


toxic action on the heart, and that in all cases of 
Basedow’s disease it should be reduced because it 
is impossible to distinguish the cases due to the 
thymus from those due to the thyroid. 

He now reports a case in which the thyroid and a 
large section of the thymus were removed. In 
about 12 hours symptoms developed similar to those 
usually caused by persistent thymus, and the patient 
died. This suggested the possibility that his theory 
was wrong, but post-mortem examination showed 
that in spite of the large section removed 7o gr. of 
thymus tissue still remained, confirming more 
strongly his opinion as to the effect of the thymus. 

He describes another case in which the thyroid 
was successfully removed and the thymus retained. 
The case had been treated unsuccessfully with 
réntgen rays, 10 treatments having been given. 
Not only was there no favorable effect on either the 
thymus or the thyroid, but severe inflammatory 
changes had been induced. He concludes that 
preliminary réntgen treatment in Basedow’s disease 
is not justified and that the treatment of choice in 
all cases is operative removal of the thyroid and 
reduction of the thymus. A. Goss. 


THE CHEST 


1. In the first stage the patient lies on the sound 
side with the field of operation slightly raised, thus 
giving more room posterior to the scapula. The 
incision is made at the outer border of the erector 
muscles from one inch above the first rib to one inch 
below the last rib. The nerves are next anesthe- 
tized, the point of the needle piercing the external 
intercostal a little above the center of the space. 
The periosteum is then stripped up, and 6 cm. of 
each rib removed. The author uses a special peri- 
osteal elevator and bone forceps. The latter have 
rounded ends with the cutting edges extending to 
within one-eighth of an inch of the points. Great 
care should be taken to protect the eighth cervical 
and the first dorsal nerves, the lowest trunk of the 
brachial plexus, and the subclavian artery. 

2. In the second stage, with the patient flat on 
his back, the incision is made three-fourths of an 
inch from the lateral sternal border, beginning above 
the clavicle and ending below the costal margin. 
All the costal cartilages are resected after stripping 
up the perichondrium, care being taken to protect 
the subclavian and innominate veins and the in- 
ternal mammary artery and vein. By removing the 
second cartilage first the first rib is more easily acces- 
sible. Also enough cartilage should be removed so 
that at the time of maximum approximation of the 
ribs to the sternum, the cut edges are still separated 
by about one-third of an inch. 

It is necessary to maintain only light anesthesia 
at this time in order to preserve the coughing reflex 
and thus clear the bronchi of any secretion that may 
be forced into them as the chest wall collapses. 
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The main danger lies in the subsequent reactions 
with a dissemination of tubercle bacilli. The pa- 
tient must be kept quiet in bed until the temperature 
is settled after the second operation, the dressings 
are not to be changed until the stitches are removed, 
as a rise of temperature will follow, and no tuberculin 
is to be injected. 

The interval between the two stages should be 
from a fortnight to a month or six weeks. The 
second stage should not be attempted before the re- 
action to the first has totally subsided. It is wiser 
to wait too long than too short a time. 

The prognosis is considerably influenced by the 
amount of involvement of the bronchi, because the 
amount of compression being greatest in the par- 
enchyma and least at the root of the lung, com- 
plete obliteration of the rigid and dilated bronchi is 
not obtained. 

After the second stage there is an immediate di- 
minution of cough and expectoration, and after the 
post-operative reaction a marked general improve- 
ment, sometimes taking six months before the 
maximum is reached. After the initial improve- 
ment the rate of subsequent advance depends on the 
condition prior to operation. Pairs M. CHase. 


Lilienthal, H.: Exploration of the Thorax with 
Primary Mobilization of the Lung. Tr. Am. 
Surg. Ass., Rochester, Minn., rg15, June. 


The author dwells upon the importance of visual 
exploration of the thorax in order to determine the 
local conditions which might prevent a cure by the 
methods heretofore employed, such as sacculations, 
adhesions, and confining pleural exudates. He ad- 
vises a long incision in the seventh or eighth inter- 
space with wide separation of the ribs by means of a 
rib-spreading retractor. 

He warns against the danger of hemorrhage on 
separating the adherent lung from the chest wall 
and believes that full mobilization of the lung can be 
secured by stripping away the confining pleural 
exudate and making lateral incisions in this mem- 
brane. The operation is outlined on general surgical 
principles to replace the old method of working in 
the dark. 

He believes that thoracoplasty will become a 
rare operation if his method of primary mobiliza- 
tion is adopted. In the critical cases he precedes 
the operation itself by drainage for a few days 
through a short intercostal incision in local an- 
esthesia. He reports 23 cases with 17 per cent mor- 
tality. A further report will be made when a large 
number of patients have been treated by this method. 


TRACHEA AND LUNGS 


Haim, E.: Gangrene of the Lung After Injury by a 
Bullet (Uber Gangriin der Lunge nach Schuss- 
verletzung derselben). Wien. klin. Wehnschr., 
1915, XXVili, 232. 


The general view existing in regard to lung in- 
juries by bullets is erroneous. Although many cases 


of injury by the modern bullet recover spontaneous- 
ly, there are nevertheless many who die shortly 
after injury and others who develop serious com- 
plications. Upon the proximity of the observer to 
the front lines depends to some extent whether he 
sees the severe injuries or not. There are many 
wounded who die on the battlefield from lung in- 
juries, and the hospitals nearest the front take care 
of the severe but not fatally injured. 

The author observed three cases of gangrene of 
the lung develop after a pulmonary injury by a 
bullet, although no other surgeon writing on pul- 
monary injuries has reported a single case. Pul- 
monary gangrene may develop if a rib is fractured 
and pieces of bone are forced into the lung tissue, the 
infection occurring either from the infected point 
of entrance or from putrefactive organisms carried 
into the damaged lung from the outside. The 
treatment consists in early resection when recovery 
is not only possible but highly probable. It is 
therefore not correct to consider pleural empyema 
as the only indication for surgical intervention in 
injuries of the lung. In discussing the etiology of 
pulmonary gangrene, bullet wounds of the lung must 
be considered as etiological factors. 

L. A. JUHNKE. 

Carl, W.: Immobilization and Shrinkage of the 
Lung by Means of One-Sided Phrenic Nerve 
Resection and Its Influence upon Experimental 
Pulmonary Tuberculosis (Die Immobilisierung 
und Schrumpfung der Lunge durch einseitige 
Phrenicusresektion und deren Einfluss auf die 
experimentelle Lungentuberkulose). Beitr. z. klin. 
Chir., 1914, xciii, 348. 

The author endeavored to determine (1) what 
influence the resection of the phrenic nerve on one 
side would exert upon respiration; (2) what changes 
would occur in the bony thorax and in the thoracic 
organs, especially in the lungs; and (3) what the 
influence of such resections would be upon the de- 
velopment of experimentally induced pulmonary 
tuberculosis. 

He conducted over one hundred animal experi- 
ments, all of which are reported in detail and illus- 
trated by photographs and radiographs. He con- 
cludes that with the exclusion of the diaphragm a 
shrinkage of the bony thorax results. The ribs 
are drawn closer to the spine and at autopsy a 
flattening of the bony thorax was found in some cases. 
The diaphragm, as is only to be expected after the 
severing of its motor nerve supply, is atrophic, the 
degree depending on the duration. By viewing the 
diaphragm from the abdominal side a drawing to- 
ward the healthy side frequently was observed. 

The decrease in the volume of the thoracic cavity 
which from a practical point of view is the most in- 
teresting, was only exceptionally of a high grade. 
It is of higher grade if the animal is young—the 
younger animal’s softer bones being more pliable. 

The contraction of the lung itself is not uniform 
in all cases. The author saw a few cases of ex- 
tremely high-grade contractions, the contractions 
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affecting not only the lower lobe, but also the upper. 
In the infected animals the author always observed 
less development of the tuberculous process if the 
contraction of the lung was at all marked. The 
individual tubercles were smaller and scarcer on the 
side on which the lung had been put to rest. The 
observation was all the more noticeable if the tuber- 
culous process was a chronic one. 

According to these experiments, phrenicotomy 
may be considered a relatively harmless procedure, 
which may be performed under local anesthesia. 
Acomplete immobilization, of course, isnot obtained. 
To obtain that, the other respiratory nerves would 
also have to be cut—the branches of the cervical 
plexus and the intercostal nerves. Of course even 
then the amount of contraction of the thoracic 
cavity and lung depends upon the rigidity of the 
bones. To overcome the effect of the severing of 
the phrenic nerve permanently on the human, the 
author picked up the nerve at the scalenus muscle 
and crushed it with a hemostat, thus permitting a 
later regeneration. L. A. JUHNKE. 


PHARYNX AND CSOPHAGUS 


Davis, B. F.: Haeemorrhagic Erosions of the Esopha- 
gus. Ann. Surg., Phila., 1915, lxi, 261. 


The author covers the possible causes of hemor- 
rhagic erosions of the cesophagus — an extremely 
rare condition, of which only four cases can be found 
reported in the literature — and cites a case op- 
erated upon by Wyllys Andrews. 

According to Kaufmann, hemorrhagic erosions 
in the oesophagus may arise from the same agencies 
that are responsible for their production in the 
gastric mucosa. They may follow as the result of 
severe- infectious diseases; of the hzmorrhagis 


diathesis; of the action of endogenous poisons, as in 
uremia and cholemia; or of exogenous poisons, as 
phosphorus, arsenic, mercuric chloride, acids, and 
alkalies. They may be embolic, as in endocarditis, 
pneumococcemia, or streptococcic sore throat. 

Post-operative gastric and intestinal hemor- 
rhages, particularly in those cases in which omental 
vessels have been ligated, are due to direct and ret- 
rograde thrombosis in the arteries as well as in the 
veins. Excessive vomiting may cause gastric hemor- 
rhages through marked venous hyperemia. Shultz 
reports two fatal cases of oesophageal hemorrhages 
due to this cause. 

Gastric distention may produce complete ob- 
struction of the gastric circulation. Similiarly, 
intestinal distention may lead to anemia of the 
bowel wall with stasis and thrombosis of the mesen- 
teric vessels, leading to necrosis of the mucosa with 
the formation of ‘dilatation ulcers.” In the case 
reported, the phenomenon is accounted for as fol- 
lows: Marked increase of intra-intestinal pressure 
caused collapse and occlusion of the thin-walled 
vessels of the intestinal wall, with resulting stasis 
in the mesenteric vessels, causing thrombosis. 
The circulation of the entire small intestine being 
practically cut off, the circulation through the portal 
vein became much reduced in volume and caused 
stagnation in the gastro-cesophageal venous anas- 
tamosis. 

At the operation the distention of the bowel was 
suddenly relieved; there was a sudden influx of 
blood into the portal system with almost explosive 
hemorrhagic infarction of the more extensively 
thrombosed areas in the intestines, with occasional 
rupture of the mucosa and escape of blood in the 
bowel lumen and gradual infiltration of the throm- 
bosed area of the cesophagus. Lucran H. Lanpry. 
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ABDOMINAL WALL AND PERITONEUM 


Woolsey, W. C.: The Lymphatic Drainage of the 
Peritoneal Sac. Ann. Surg., Phila., 1915, lxi, 291. 


By injecting India ink and fine lampblack into 
the pelvic peritoneum, the author demonstrated 
that these dyes can be recovered in a short space of 
time in the superior retrosternal lymph-nodes and 
in some instances even in the bronchial lymph-nodes. 

The questions that arise in a consideration of this 
subject are: 

1. The physical integrity of the mesothelium 
covering the abdominal aspect of the diaphragm, 
as to the presence or absence of openings of sufficient 
size to be called stomata (von Recklinghausen, 1865). 

2. The exact manner and path of absorption from 
the peritoneal cavity of injected foreign agents. 

3. The existence of a direct lymphatic absorption 
as opposed to or in conjunction with a hematoge- 
nous absorption. 


4. The activity of the diaphragmatic lymphatics 
in assuming the major réle in such absorption. 

Regarding the first question, the author confirms 
the report of MacCallum; no evidence of stomata 
could be found. From various experiments he 
verified the findings of Muscatello, Buston and 
Torrey, Wells and Johnstone, and others, and comes 
to the following conclusions: 

1. Absorption of certain solid foreign material 
injected into the peritoneal sac occurs with marked 
rapidity, first by a process of translocation through 
the cells of the diaphragmatic mesothelium and 
later through the agency of leucocytes. 

2. That such solid foreign material having passed 
the peritoneal mesothelium is conveyed through the 
endomysial tracts throughout the diaphragmatic 
musculature to the lymphatic radicals on the 
pleural surface of the diaphragm, from these through 
the various diaphragmatic gland groups to the 
costoxiphoid glands of Sappey, and from thence to 
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the retrosternal chain of lymphoid tissue to the 
subclavian vein or thoracic duct. 

3. That certain fluids injected into the peritoneal 
sac follow the same lymphatic absorption lines, 
whether they coincidentally enter the blood stream 
directly or not. 

4. That the tissues of the diaphragm take a 
distinctly active part in absorption from the peri- 
toneal sac and that other areas of parietal peritone- 
um functionate little if any in the lymphatic absorp- 
tive process. 

5. That the post-operative postural treatment 
of pelvic peritonitis as advocated by Fowler has 
definite pathological foundation. 

Lucian H. LANDRY. 


Sweet, J. E., Chaney, R. H., and Willson, H. L.: 
The Prevention of Post-Operative Adhesions 
in the Peritoneal Cavity. Ann. Surg., Phila., 
1915, Ixi, 297. 


The authors have published the results obtained 
in a series of experiments carried out on dogs in an 
effort to prove or disprove the value of different 
agents suggested to prevent or limit post-operative 
intestinal adhesions. ‘The same type of operation 
was performed in all the experiments, attention 
being given to rigid asepsis and special care as to 
“gentle” technique. 

The first work — used as a control — was simple 
end-to-end intestinal anastomosis performed on two 
dogs; the animals were killed in six and eight 
weeks, respectively; at autopsy the abdomen was 
free of adhesions, gut normal, and no signs of peri- 
tonitis present. 

The next experiment consisted of noting the 
effect of covering the operated area with an attached 
portion of omentum. This gave the same result, 
except for adhesions where the omentum was pur- 
posely fixed. Two dogs were then treated by using 
free omental or mesenteric grafts. These at autopsy 
showed no adhesions. 

Studies were then made to show the effect of 
liquid paraffin, sterile olive oil, and glymol in 
checking adhesions. The abdominal cavity was 
injected some ten minutes before operation with 
one of the above-mentioned oils. All sponging at 
the time of operation was done with gauze saturated 
with the sterile oil; in every case there was either 
peritonitis or adhesions to a variable degree with 
marked exudation. In three dogs too ccm. of oil 
were injected into the abdominal cavity and no 
operative work done. Autopsy showed a large 
amount of exudate and adhesions varying in in- 
tensity, but greater in the dogs that were allowed 
to live longer. 

Seven further experiments were done by pouring 
50 ccm. of a 3 per cent sodium-citrate solution 
into the abdominal cavity after performing the 
entero-enterostomy. This resulted in imperfect 
healing of the abdominal wall and intestine, but 
did not prevent visceral adhesions. 

In 11 cases, where some type of oil was used, 
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adhesions were found in 9; in one case, where no 
adhesions were found, the animal died of peritonitis. 
More or less extensive exudation was present in all 
the cases. In 7 cases the phagocytic index was 
tested and found markedly reduced in all but one 
case; and even in this case it was not normal. 
Oil in any form causes an intense exudation of 
leucocytes, and these are inhibited from their 
normal physiological function by the presence of 
the oil. The only method of limiting adhesions, 
is to limit the wounds of the peritoneum. This 
can be done by careful technique and by covering 
the necessary wounds with freed or attached por- 
tions of omentum or mesentery. 
Lucian H. LAnpry. 


GASTRO-INTESTINAL TRACT 


George, A. W., and Gerber, I.: Observations from 
the Study of a Thousand Gastro-Intestinal 
Cases. Am. J. Réntgenol., 1915, ii, 592. 


During the past two years George and Gerber 
have had the opportunity of studying about a 
thousand cases of gastro-intestinal disease with the 
bismuth method. Their technique is as follows: 
The patient comes to the laboratory after a very 
light breakfast of toast and coffee or tea, or the 
equivalent. Several plates are taken of the gall- 
bladder region. Then a meal is given of 100 grams 
of bismuth subcarbonate or barium sulphate in a 
mixture of 500 ccm. composed of two parts water 
and one of buttermilk; orange juice or coffee-extract 
can be added. A series of plates of the stomach and 
duodenum are then made in the prone, erect, and 
right lateral positions. Rarely the fluoroscope is 
used to settle certain problems, especially the ques- 
tion of adhesions. The patient returns again after 
six hours, in the meantime having taken a light 
lunch. One or two more plates are made, and 
fluoroscopy in the horizontal position plays a some- 
what important réle in studying the cecum, ap- 
pendix, and terminal ileum. A similar examination 
is made at the end of 24 hours. In many cases 
bismuth enema is given after two or three days. 

The authors think that the presence of a six-hour 
residue in the stomach is the least important of any 
factor in diagnosis, contrary to the views of Carman. 
About the same situation exists with regard to vari- 
ous motor phenomena, hyper- and hypomotility, 
hyperperistalsis, antiperistalsis, hypertonus, etc. 
To attempt seriously to base a diagnosis upon these 
functional disturbances is useless. Simple peptic 
ulcer cannot be demonstrated directly, but many 
authorities doubt its existence. Chronic gastric 
ulcer where there is the least involvement of the 
musculature can be definitely detected by the direct 
method. Carcinoma of the fundus offers no great 
difficulties. Cancer at the pylorus is easy to 
recognize if advanced; if early, its detection means 
the most careful work with repeated plates, and by 
this method can be diagnosed long before there 
are definite clinical data. The chances with the 
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continental or indirect method are indeed hopeless. 
The problem of the réntgen diagnosis of duodenal 
ulcer is, the authors trust, settled by thistime. The 
direct method is not quite 99.9 per cent pure, but 
far ahead of indirect methods. The one essential in 
the diagnosis of gall-stones is extreme care; the 
figures generally quoted are far too low; the problem 
is to learn to recognize their shadows. The lower 
right quadrant of the abdomen -— the cecum, ileum, 
and appendix — and the colon offer considerable 
positive evidence of disease by direct examination. 
The authors believe that by their method they 
are warranted in making a definite positive or 
negative diagnosis in regard to the presence of 
organic disease of the gastro-intestinal tract, with 
the present possible exception of gall-stones. This 
statement does not apply to an examination which 
is based largely upon fluoroscopy, and where the 
latter is used chiefly to elicit signs of purely func- 
tional disturbances. ALBERT MILLER. 


Sherrill, J. G., and Graves, F. S.: Hamangio- 
Endothelio-Blastoma of the Stomach. Surg., 
Gynec. &§ Obst., 1915, XX, 443. 

The authors make a brief report of a case of this 
very rare affection of the stomach occurring in a 
woman of thirty-one. Her symptoms had been 
present for about seven years, following a fall 
when she struck her epigastrium against the corner 
of a table. The usual symptoms of gastric ulcer 
were present and a palpable mass could be felt in 
the epigastrium. The growth consisted of a reni- 
form mass growing from the greater curvature of the 
stomach near the pylorus. It was mottled purplish 
in color and had a rather broad attachment to the 
stomach, moving freely with that organ. A portion 
of the-stomach about four inches in length along the 
convex border and two and one-half inches along 
the concave border was removed, together with the 
tumor and the upper portion of the duodenum in- 
cluding the pylorus; and a gastroduodenostomy was 
completed in the usual manner. The growth was 
smooth on its surface, somewhat firm near its at- 
tachment to the stomach, without induration, and 
soft in consistency along its distal portion. 

Upon examining the growth after removal three 
small openings in the mucous membrane were 
noted, one of which extended entirely through the 
gastric wall and communicated directly with the 
inside of the growth. Through this opening the 
little finger could readily be passed. The center of 
the growth seemed to be broken down, but con- 
tained only delicate tissue and no appreciable fluid. 
It has not been the authors’ experience to find a 
condition of this kind existing with gastric ulcer. 
The microscopic diagnosis was hemangio-endothelio- 
blastoma. 


Morgan, W. G.: Syphilis of the Stomach. Am. J. 
M. Sc., 1915, cxlix, 392. 

Morgan considers syphilis a sufficient factor 

etiologically to have a Wassermann test applied to 


all of his patients who present pronounced symptoms 
of gastric disturbance, and he thinks one per cent of 
ulcers are due to syphilis. 

The stomach may be affected in syphilis either 
functionally or organically. Functional disturb- 
ances are common in the secondary and tertiary 
stages as general systemic disorders. Organic 
syphilis occurs in the third stage and is usually a 
more or less circumscribed gummatous deposit 
or an infiltration of the gastric wall. Later the 
gumma may break down, resulting in an ulcer, 
eventually forming a cicatrix and a contracture. 
There are no characteristic symptoms of syphilis 
of the stomach that differ from those of similar 
affections of the stomach. The distinctive diag- 
nostic criterion is a positive Wassermann reaction 
or the result of antisyphilitic treatment. 

He reports eight cases in detail and points out 
some characteristics that were common to all. He 
found the peptic power of the stomach was lost. 
The benzidin reaction was positive at one time or 
another. There was pain in the stomach, which was 
not influenced by the character of the food. This 
pain was always worse at night. 

There was stagnation of the gastric contents, 
food remaining in the viscus for hours, although 
there was no organic obstruction of the pylorus. 
There was considerable gastric dilatation. The 
duration of the symptoms was somewhat longer 
and the physical deterioration was less than in 
carcinoma. The appetite was generally good; 
vomiting occurred in all cases at some time. 

The recti muscles showed a constant tendency 
to go into spasm, and for this reason a tumor 
mass would not be as easily recognized as it would 
be in carcinoma of the stomach. D. L. Drsparp. 


Smithies, F.: Diagnosis and Prognosis in Gastric 
Ulcer; a Clinical Study of 500 Consecutive 
Operatively Demonstrated Cases. Ohio S!. M. 
J., tots, xi, 82. 

The material comprising the author’s report was 
obtained from his records at the Mayo Clinic and 
at the Augustana Hospital. It includes the sum- 
mary of 500 operatively demonstrated gastric 
ulcers. Instances of ulcus carcinomatosum are 
not included in the study. Duodenal with relation 
to gastric ulcers occurred in the ratio of 2.45 to 1. 
The age of greatest incidence was between 40 and 
50 years. There were 315 males and 185 females, 
approximately three males to each female; 30.4 
percent of the patients were American-born farmers. 
The ulcer was most frequently noticed after an 
acute infectious disease, and in instances where the 
symptoms had already appeared they were ag- 
gravated by the patient’s condition. In 50 per 
cent of the cases there was proven to be existent 
an inflammatory condition in the abdomen, such 
as cholecystitis or appendicitis. In relating the 
clinical symptomatology the author lays special 
emphasis on the periodicity of the attacks—6g9.2 
per cent of the cases showed this condition. The 
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records show that 52 per cent of the cases had been 
dyspeptic for 5 to 20 years before operation. Loss 
of weight was not infrequently noted during these 
spells, but there was a rapid gain when the abdom- 
inal distress subsided. Without gross hemorrhage 
anemia not infrequently goes hand in hand with 
intermittent decrease in weight. The average 
hemoglobin in the series was 76 per cent. The 
red cell count was above 4,000,000 and the white 
count in non-perforating ulcers was rarely higher 
than 11,000 cells. The patients complained par- 
ticularly of epigastric pain, vomiting, haemorrhage, 
weight loss, weakness, and anemia. The signs 
included evidence of abdominal tenderness, altera- 
tions in the gastric secretions and emptying power 
of the stomach, and the usual findings in the stools. 

Pain symptoms. Ninety-eight per cent of the 
cases complained of some form of gastric distress. 
In four out of five the pain was epigastric without 
a definite point of intensity. In about one-third 
of the cases there was no transmission of the pain, 
but in order of frequency it was noted to be trans- 
ferred to the right scapular region, the right rib 
edge, the infranavel region, between the scapulz, to 
the sternum, throat, and nipples. Eighty-three 
per cent of the cases showed definite relief of the 
pain by food-taking; 80 per cent showed distress 
within four hours after eating; nearly 50 per cent 
had discomfort three hours after eating; 44 per 
cent of those having lesser curvature ulcers had 
pain one to three hours after food was taken; 
two-thirds of the ulcers located near the cardia had 
a maximum distress two hours after food-taking, 
and two out of five within one hour. 

Distress in gastric ulcer cases is most commonly 
relieved by the limitation of the amount or altera- 
tion in the character of the food, the taking of food 
when distress is most marked, the neutralization of 
acid by alkalies or by emptying the stomach. 

The observation of relief of gastric distress by 
food ingestion is of prime importance in the diagno- 
sis of uncomplicated peptic ulcer. If the history 
is constantly obtained, it is practically pathogno- 
monic in threé out of five cases. The state of mind 
appears to exert a not altogether negligible influence 
in the production of uncomfortable gastric spasms. 

Of the author’s cases 74 per cent gave a history 
of vomiting, this depending largely on the charac- 
ter of the food intake. Vomiting from eight hours 
to several days after taking food was common in 
22 per cent of the ulcers in the non-obstructing 
group, and in 68 per cent where ulcer scars caused 
some type of stenosis. Of the patients who vomited 
44 per cent did so regularly; 52 per cent vomited 
occasionally, generally when attacks of abdominal 
distress occurred. In cases of pyloric stenosis, 
vomiting occurred in 78 per cent of the cases. 
‘“Water-brash” was noted in 82 per cent, or 410 cases; 
history of gross bleeding, either hematemesis or 
melena, was obtained in 36.4 per cent of the cases. 
These symptoms when taken into consideration with 
other clinical facts are practically pathognomonic, 


yet but one out of three cases showed them. Of 
those bleeding one out of four suffered no incon- 
venience; about one out of three had symptoms of 
fainting, and two out of five actually fainted. Ap- 
proximately three out of every five cases of bleeding 
ulcers exhibit symptoms of some grade of perfora- 
tion. 

Signs in gastric ulcers. Of 465 cases 93 per cent 
showed abdominal tenderness, with the maximum 
point to the right of the midline. The operative 
statistics show that four out of five gastric ulcers 
were located at the pylorus or in the region distal 
to the pyloric half of the pars media. These facts 
are of value in locating the position of the ulcer 
from the point of greatest tenderness. In 336 
cases 67 per cent showed some evidence of retained 
contents when the stomach was emptied at 12-hour 
intervals. From a personal examination of 8000 
stomach extracts, there is born the conclusion that 
only the persistent demonstration of food retained 
in the stomach longer than 1o hours has definite 
significance to prove that the gastric lumen is not 
patent. The persistent finding of test-food rem- 
nants after a 12-hour interval is an indication for 
surgical intervention. In the retention cases the 
average free HCL was 56.4, the average total 
acidity 74.2, and the combined acids and acid salts 
17.8. In non-retention gastric ulcers the free HCL 
averaged 40.5, total acidity 52.4, combined acidity 
11.6. It was observed that the highest gastric 
acidities were uniformly determined in acute and 
subacute perforating ulcers. Smithies thinks it 
quite necessary to call attention to the fact that 
chronic gastric ulcers bleed only intermittently. 
Where the patient has been properly prepared for 
estimation of hemoglobin in the stool, the finding 
of blood is of more significance with regard to the 
activity of the ulcer than as a diagnostic aid in 
determining that an ulcer is present. He is of the 
opinion that the X-ray evidence in gastric ulcers is 


more corroborative than absolutely necessary, - 


and that the fluoroscopic examination is more im- 
portant than the X-ray plates, because the stomach 
is seen actively working instead of at one specific 
phase in its mobility as shown in the plate. In fully 
85 per cent of the cases the diagnosis had been well 
established before the X-ray findings were observed. 

Prognosis of gastric ulcers. ‘The clinical course is 
highly individual. There is undoubted histologic 
proof that many ulcers heal, yet there is no means 
of determining clinically in a given case whether an 
ulcer will heal in its acute stage, will tend to benign 
chronicity, or will become the basis of a future can- 
cer. Many gastric erosions and simple ulcers have 
a tendency to heal. It is also a commonly observed 
fact that some ulcers will tend to chronicity and 
recurrence in spite of all known methods of therapy. 
Pyloric stenosis, with gastric dilatation, hour-glass 
contraction, perforation involving other viscera, or 
malignant degeneration may occur without regard 
to clinical care. Clinically each case is a law unto 
itself. The life history of ulcers seems to depend 
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on unknown factors. However, it is becoming 
more generally recognized that chronic gastric 
ulcers have a tendency to frequent recurrence, not 
uncommonly terminating in malignancy. 

In closing the author advises that when there is 
doubt as to the actual pathology existing in a given 
case the patient should be urged to submit to a 
laparotomy, for it should be remembered that the 
cases of gastric cancer early diagnosed and surgically 
curable are those in which the clinical symptom- 
atology is that which we associate with chronic 
gastric ulcer. Harry G. SLOAN. 


Deaver, J. B.: Gastric Ulcer. 
cxlix, 325. 


Am. J. M. Sc., 1915, 


In discussing the cause of gastric and duodenal 
ulcer, Deaver states that he believes the appendix 
is responsible for liberating the infection that pro- 
duces these conditions. He points out that as a 
rule ulcer is only productive of symptoms when it 
is in an inflamed or active state. 

He thinks that medical treatment should be 
given a fair trial in the absence of severe com- 
plications. 

He says the mortality records of those who com- 
bine gastro-enterostomy with closure of the ulcer 
are superior to the records of those who only close the 
ulcer. 

He reviews the difficulties confronting one dealing 
with severe hemorrhage as a complication. He 
believes it wise to wait only for the reaction from 
shock and for the refilling of the blood-vessels before 
operating. 

After opening the abdomen and locating the ulcer 
the stomach is opened, and if the bleeding point is 
seen it is ligated. If, as is commonly the case, the 
vessel cannot be found, a stitch of catgut is whipped 
around the base as well as the edges of the ulcer, 
with the object of occluding the vessel. The stom- 
ach is closed and a gastro-enterostomy quickly 
performed. 

Where the ulcer cannot be located by palpation 
and inspection he opens the stomach widely an- 
teriorly by a longitudinal incision and inspects the 
interior of the stomach thoroughly. 

Excision is influenced by the site, adhesion, and 
the general condition of the patient. Trans- 
duodenal excision was performed in one case in 
which the ulcer was situated on the internal poste- 
rior wall of the second part of the duodenum. 
Ulcers high up in the fundus are most difficult to 
treat; gastro-enterostomy fails to cure, and excision 
is usually impossible. These ulcers are best treated 
in an indirect manner by jejunostomy. 

D. L. Desparp. 


Soresi, A. L.: Secondary Ulcers of the Stomach and 
Jejunum. Ann. Surg., Phila., 1915, lxi, 328. 


Soresi reports a case in which silk was used as 
the suture material in performing a gastro-enter- 
ostomy both for the seroserous and the through- 
and-through sutures. The patient made a good 
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operative recovery but complained of constant 
pain in the mid-epigastric region. 

Four and one-half months after the operation a 
secondary laparotomy was performed: the anas- 
tomosis was found to be in perfect condition and 
an opening was made in the anterior wall of the 
stomach permitting an inspection of the through- 
and-through suture line. 

The silk suture was still in place, but there was a 
small ulcer of the mucosa of the stomach and also 
ofthe jejunum. The silk was removed, the stomach 
closed, and the patient made an uneventful re- 
covery and has since been free from symptoms, 
twenty months after the operation. 

From studying forty-seven gastro-enterostomies 
on dogs, the author feels that silk or linen thread is 
suitable for the seroserous suture, but an absorb- 
able suture, as catgut, iodized gut, or chromic gut 
should be used for the through-and-through suture. 

D. L. Desparp. 


Ross, G. G.: Perforated Gastric and Duodenal 
Ulcer. Am. J. M.Sc., 1915, cxlix, 476. 


Ross reports a number of perforated gastric and 
duodenal ulcers. In most cases the diagnostic 
symptoms were typical, i.e., a history of previous 
digestive disturbance, often followed by a period of 
quiescence with a recurrence of the symptoms im- 
mediately before the perforation, characterized 
by severe upper abdominal pain, constant in char- 
acter and accompanied by shock and a general 
board-like rigidity. At first the abdomen may be 
xiphoid, but later becomes distended. Nausea and 
vomiting are usually present, as well as obliteration of 
liver dullness. In one case blocking of the per- 
foration had taken place soon after its occurrence 
and those symptoms dependent on the presence of 
peritonitis were not so marked. 

He advises closing the perforation by a purse- 
string suture or by Lembert sutures; if the indura- 
tion is too great for this, the site of the ulcer may be 
drained. 

Gastro-enterostomy should not be performed ex- 
cept when the closure of the ulcer or the induration 
of the ulcerated area is great enough to interfere 
with the function of the intestine. 

The abdominal wall is closed completely or with 
only a cigarette drain, while the pelvis is drained by 
means of a glass tube inserted through a stab wound 
in the lower abdomen. D. L. Desparp. 


MacCarty, W. C.: Histogenesis of Cancer of the 
Stomach. Am. J. M. Sc., 1915, cxlix, 469. 


It is generally believed that gastric carcinoma 
arises from post-natal epithelial rests which are sup- 
posed to be present either in the scar-tissue bases or 
in the submucosa of gastric ulcers. 

Simple chronic gastric ulcers have never, in the 
author’s experience, presented any visible epithelial 
rests which could scientificially be termed prenatal. 
Neither has he seen post-natal epithelial rests in 
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the mucosa, submucosa, or ulcer base, that were not 
composed of either atrophic epithelium or real 
carcinoma, the latter condition being present in the 
base or submucosa only when there was extensive 
involvement of the mucosa. 

In the simple chronic ulcer one frequently finds 
the glands composed of columnar or cuboidal cells, 
regularly arranged with oval or round nuclei, which 
are almost always of the same size and placed near 
the bases of the cells. The cells are sharply demar- 
cated from the stroma, which consists of fibroblasts, 
differentiated fibroblasts, and some lymphocytes, 
all of which form a histological picture distin- 
guishable from the normal gastric mucosa with 
great difficulty. From this picture to carcinoma 
there are transitional apparently intermediary pic- 
tures the extremes of which are easily distinguish- 
able. 

The epithelial cells of the glands in some ulcers 
lose their cuboidal or columnar shape and regularity 
in size and arrangement. They become oval or 
round and the nucleoli become larger and more 
distinct. The exact origin of these cells is at 
present unknown, since in the gastric gland there 
are not two distinct rows of cells normally present, 
as in the breast, prostate, skin, and the accessory 
epithelial organs of the skin. To the author’s 
knowledge, a germinative layer of cells or a germina- 
tive focus of cells has not as yet been satisfactorily 
demonstrated. 

The cells which are frequently found, however, 
present a morphological picture which is indis- 
tinguishable from that seen in secondary epithelial 
hyperplasia in other organs having a germinative 
layer which is the origin of cancer-cells. 

Various degrees of intraglandular morphological 
changes are found in the borders until the cells be- 
come indistinguishable from cancer-cells. When 
such a condition is found, careful search frequently 
demonstrates a lack of demarcation between the 
gland and the stroma, and epithelial cells may be 
seen in the stroma, the latter condition being accepted 
by general pathologists to be the histological crite- 
rion of cancer. When cancer is definitely present 
in the mucosa or other coats of the stomach the 
intraglandular cells always present the condition 
which has been described as secondary hyperplasia 
in other organs. 

From a cytological standpoint MacCarty sees 
no objection to denoting the condition as secondary 
hyperplasia in the stomach. It is apparent that 
the histogenesis of cancer in the stomach bears an 
analogy to that in the breast, prostate, and skin, 
with the one exception that the germinative stratum 
or focus has not been demonstrated, a condition 
which differs from primary epithelial hyperplasia 
in the organs just mentioned. 

From these facts it may clearly be seen that the 
gastric cancer-cell arises from intraglandular hyper- 
plastic cells of the mucosa, and represents a malig- 
nant end-stage of a process of hyperplasia of normal 
cells. 
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Levy, R.: The Association of Carcinoma with 
Round Ulcer of the Stomach (Uber gleichzeitiges 
Vorkommen von Carcinoma und Ulcus rotundum 
ventriculi). Beitr. z. klin. Chir., 1914, xciii, 696. 


The relation between ulcer and carcinoma has 
been discussed rather fully of late without any more 
definite results having been arrived at. Practically 
it is difficult to decide the important question of how 
often a cancer develops upon an ulcer basis. Since 
Payr published his results, however, conclusions 
have been drawn that probably are erroneous. The 
histological examination of specimens of stomach 
resected for ulcer have shown cancer in 26 per cent — 
a cancerous metamorphosis of the ulcer. These 
figures, however, can hardly be accepted since all 
clinical and histological evidence is omitted in the 
article. 

Payr found cancer present in 26 per cent of his 
cases of ulcer callosum, but that does not prove that 
26 per cent of his ulcer cases developed a carcinoma 
upon the ulcer. It merely means that the callous 
ulcers were not ulcers but cancers primarily. 
Kiittner likewise published 30 cases of callous ulcers, 
43.4 per cent of which were carcinoma. This is 
repeatedly quoted in the literature as meaning that 
43-4 per cent of his callous ulcers later developed 
cancer. This is far from what Kiittner meant; he 
merely called attention to the fact that in many cases 
it is impossible to differentiate between a callous 
ulcer and cancer, and that in reality many of his 
callous ulcers were cancers primarily. 

Of especial interest are those cases in which 
round ulcers are found alongside of cancers. The 
author publishes two more cases of this kind. 

One case was a cancer of the pylorus, alongside 
of which two ulcers were found. Upon microscopic 
examination it was shown that the cancer developed 
upon the site of an old scar. The symptoms were 
those of cancer primarily. The other case gave a 
typical history of ulcer until shortly before the pa- 
tient came to the clinic, when the symptoms changed 
to those of cancer. The histological findings, how- 
ever, gave no evidence that the cancer developed 
upon the site of an old ulcer. 

It is a question whether it is possible clinically to 
decide whether a cancer develops upon an ulcer site 
or not. These cases have proven that a cancer 
may develop upon the site of an ulcer; that along- 
side of the cancer, ulcers may be present without 
giving symptoms sufficient for a diagnosis. On 
the other hand, it is possible occasionally to make a 
diagnosis of ulcer and cancer, as in the second case, 
without being able histologically to prove that the 
cancer was On an ulcer basis. L. A. JUHNKE. 


Decker and Bomhard, H. von: Réntgen Deep 
Irradiation in Carcinoma of the Stomach and 
Intestine (Die Réntgentiefenbestrahlung _ bei 
Magen und Darmkarzinomen). Miinchen. med. 
Wchunschr., 1915, xxviii, 73. 


Decker and von Bomhard have treated 21 cases 
of carcinoma of the stomach and intestine by rént- 
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gen deep irradiation. They give the histories of 
three successful cases of stomach cancer and one of 
cancer of the rectum. 

At first their results were not very encouraging. 
Many of the cases came for treatment so late that 
little could be accomplished; moreover, at first the 
doses given were too small. Their successful cases 
have been the most recent ones. They have never 
given more than 1,775 to 2,400 X, extending over a 
period of some months, while Bumm and Warnekros 
have given as much as 3,500 X in three weeks. The 
results are much better with the larger doses given 
at short intervals and with very hard tubes. In 
future much better results may be expected in 
carcinoma of the stomach, intestine, and oesophagus. 
There is little danger of injuring the skin by intensive 
irradiation. Decker and von Bomhard had only 
one case of slight erythema; it recovered in eight 
days without any treatment. 

It is best to irradiate stomach cancer through the 
skin. ‘There is no necessity of exposing the cancer 
through abdominal incision. Réntgen rays are to 
be preferred to radium or mesothorium, as a much 
larger field can be irradiated and the tumors can be 
irradiated from all sides by means of the so-called 
cross-fire method. 

Every case of inoperable carcinoma of the stomach 
or intestine should be given intensive réntgen 
treatment. A. Goss. 


Carroll, W. C.: Intestinal Polyposis. 


Surg., Gynec. 
€F Obst., 1915, XX, 412. 


Polypoid growths may occur at any point along 
the gastro-intestinal tract, usually in the large in- 
testine and rectum. 

A family tendency has been noticed in several 
cases. Doering states that Zahlman records an 
instance in which six brothers and sisters of the 
same family died of the disease. Obstruction and 
intussusception are not of uncommon occurrence in 
these cases. 

Intestinal polypi may be single or multiple, the 
latter being more common. Malignant polypi high 
in the rectum have been the means of making a 
diagnosis of the primary growth higher up. 

Symptoms vary with the size, position, and num- 
ber of the polypi. Usually hemorrhage, anemia, 
diarrhoea, tenesmus, and vague abdominal symp- 
toms occur. LEosinophilia may be present as in 
other intestinal conditions. 

Treatment of this condition is essentially surgical. 

A case was seen at the Mayo Clinic in a man 38 
years of age of negative family and personal history. 
Three months prior to examination he had begun 
to lose weight and had several spells of nausea and 
vomiting with epigastric distress. The attacks 
continued off and on up to the time of examina- 
tion. A large mass could be felt in the right lower 
abdomen. At operation it was found that the 
cecum, the ascending, and one-half of the trans- 
verse colon were thicker and firmer than normal 
and the mucous membrane was covered with a 
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papillary growth. 
tion was made. 

Microscopically the specimen showed a marked 
increase in the glands, which were lined with a 
single layer of columnar epithelium with many 
goblet cells. There was also a marked lymphocytic 
infiltration of all layers of the intestine. 


A resection of the affected por- 


Imboden, H. M.: Réntgen Diagnosis of Lesions 
of the Vermiform Appendix. Am. J. Rénigenol., 
1915, ii, 581. 


For examination of the appendix, having the 
patient in a horizontal position with the diaphragmed 
tube under the table, the fluoroscopic screen on the 
abdomen and some means of palpation are es- 
sential; for the latter Imboden prefers using the 
gloved hand and a four-inch gauze bandage (roll). 
The vertical and Trendelenburg positions should 
also be used in determining fixation. Caldwell has 
just built a table by which all these positions may 
be easily secured. Far more appendices can be 
visualized by the opaque meal than by the enema. 

The pathologic effects of inflammation of the 
appendix are peritoneal adhesions, obliteration or 
strictures of the lumen, and the presence of concre- 
tions. The last of these occasionally can be dem- 
onstrated by the X-ray, and the other three con- 
ditions sometimes may be inferred from the follow- 
ing manifestations: drainage, position and direc- 
tion, kinks and obliteration, size, length and caliber, 
mobility, and points of tenderness. The mere 
presence of some of the opaque meal in the appendix 
is no indication of chronic disease. Delay in empty- 
ing beyond 24 hours after the cecum is empty, or 
after vigorous catharsis, or if delayed emptying is 
associated with a distinct area of tenderness, is to be 
regarded with suspicion. Chronic disease is not 
dependent upon the position of the appendix, but is 
more often found in the following positions: poste- 
rior and external to the cacum with the distal end 
directed upward and meeting within the peritoneal 
cavity; posterior and external to the cacum and 
without the peritoneal cavity, and directly behind 
the cecum, often just behind the ileocolic valve. 
A tender area located in the course of the appendix 
must always be regarded as very suspicious. 

ALBERT MILLER. 


Stanton, E. M.: The Sequence of the Pathologica 
Changes in Acute Appendicitis and Appen- 
dicular Peritonitis. Am. J. M. Sc., 1915, cxlix, 
524. 

Stanton reports on pathological studies of 539 
appendices removed during or within ten days 
following an acute attack of appendicitis, classifying 
the data with reference to the symptoms, thus trac- 
ing the processes of inflammation and _ repair. 
There is found to exist a striking general similarity 
in the fundamental pathological changes as they 
occur at each of the succeeding periods following 
the onset of the symptoms. 

In every case of acute appendicitis on the first 
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day there was definite blocking of the lumen of the 
organ; proximal to this the changes were slight, while 
distal to the obstruction the lumen was distended 
to its maximum diameter; there was a deposit of 
lymph on the peritoneal surface, and at the end of 
twenty-four hours there was microscopic evidence of 
gangrene. 

Catarrhal appendicitis was not found as a primary 
condition and was present only in those cases oper- 
ated upon during an interval, or in appendices re- 
moved incident to some other abdominal operation. 

The peritoneal lesion of the first day is a fibrinous 
or serofibrinous exudate, and may be ignored from a 
surgical viewpoint. 

The changes on the second day are characterized 
by an intense leucocytic infiltration of all coats, 
accompanied by ulceration of the mucosa, and a 
well marked fibrinopurulent peritoneal exudate, 
accompanied by an increase of the areas of gangrene. 

On the third day the process of destruction reaches 
its maximum, and in the non-malignant cases there 
are evidences of repair. 

The peritoneal changes on the second day are 
of two types, either a localized fibrinous peritonitis 
or a diffuse peritonitis, and it is in the latter cases 
that appendicitis has its greatest mortality. 

Purgatives greatly aggravate the inflammatory 
condition, and their administration is followed by 
perforation and peritonitis. The earlier the perito- 
neum is put at rest and food and purgatives with- 
held the more localized the condition will be. 

In the fourth, fifth, and sixth days in the less 
severe cases the repair progresses rapidly, while 
in the more severe cases there are evidences of 
the formation of true abscess cavity formation, but 
not until the seventh or eighth day are the walls 
sufficiently strong to permit manipulations incident 
to packing of the uninvolved intestine preparatory 
to drainage. D. L. DesparD. 


Jones, G. I.: Colonic and Pericolonic Abnormal- 
ities. Am. J. M. Sc., 1915, cxlix, 388. 


The author believes that colonic and pericolonic 
abnormalities are due to a degeneration of the 
physique resulting from disregard of the organs of 
digestion. 

There are three important factors that are pro- 
ductive of colonic conditions with membrane forma- 
tion: nervousness, producing colonic atony; in- 
flammation; and mechanical conditions, as diver- 
ticulum, kinks, etc. 

The sequence of the formation of pericolonic 
membranes seems to be (1) colonic or czcal stasis, 
(2) fermentation, (3) dilatation, (4) otosis, (5) 
inflammation, (6) bacterial invasion, and (7) 
toxic osmosis. 

The clinical aspect early is medical only and the 
condition is relieved by proper medical, hygienic, 
and dietetic measures. 

The persistent dull indefinable pain over the 
ascending or transverse colon or attacks of acute 
pain in the same region, colonic distention, flatu- 


lence, absence of diarrhoea, neuroses, neuralgias, 
arthropathies, and the persistence of organic ele- 
ments of decomposition in the urine indicate de- 
formity or membrane formation. 

Surgical procedure will give little promise of 
permanent cure if patients are allowed to revert to 
the same dietetic errors that originally produced 
the condition. D. L. DEspPARp. 


Maylard, A. E.: When, Where, and How to Open 
the Bowel in Cases of Chronic Obstruction of 
the Large Intestine. Clin. J., 1915, xliv, 1209. 


By chronic obstruction is meant the effects pro- 
duced by any mechanical agent which more or less 
completely inhibits the passage of flatus or faces. 
These effects are often of such a nature that the 
patient does not appear to be acutely ill. The 
symptoms are chiefly those of abdominal distention, 
with, possibly, visible peristalsis. Occasionally 
there are colicky spasms and these may evoke 
vomiting, which is usually of a bilious character. 
The patient, as a rule, complains more of a sense of 
discomfort than of actual distress. In these cases a 
radical operation is contra-indicated until the ob- 
struction is properly relieved. 

By far the majority of cases are met with among 
patients who have passed middle life, and in most 
instances the obstruction is dependent upon malig- 
nant disease of some part of the large intestine. 
It must, however, be borne in mind that obstruction 
may find its cause in fibrous bands or membranes, 
the result of inflammatory adhesions, compensatory 
attachments, or defective developmental processes, 
any of which may result in symptoms which do not 
serve to distinguish one kind of lesion from the 
other. 

Failing to find any clear evidence of the seat of 
obstruction, as can be ascertained by physical ex- 
amination or by the symptoms present, the ab- 
domen is opened by a median incision below the 
umbilicus and the nature and locality of the lesion 
sought by the hand or fingers. 

In the case of inoperable disease of the rectum or 
pelvic colon, an artificial anus is made in the left 
iliac region; that is to say, the iliac colon is opened. 
In selecting this region for the permanent “anus,” 
the faces have passed through the greater part of the 
large intestine, have become more typically solid 
and fecal in character, and have become more amen- 
able to the normal physiological processes whereby 
the habit of regular evacuations may be cultivated. 

In the case of operable disease of the rectum or 
pelvic colon, a right lumbar colostomy is preferred, 
as the necessary soiling of the parietes by the con- 
tinuous fecal discharge is well away from the ab- 
dominal incisions subsequently needed for the rad- 
ical operation, so that the skin can be efficiently 
sterilized beforehand and the wound equally 
guarded from infection afterward. 

In the case of inoperable disease of the iliac and 
descending colon and in the region of the splenic 
flexure, an artificial anus is made in the transverse 


: 
FI 
3 
¢ 
By 
ry 








> 


2 











GENERAL SURGERY — SURGERY OF THE ABDOMEN 


colon; that is, through the lower epigastric region. 
Where it is possible to plant the ileum into the pelvic 
colon later, a right lumbar colostomy should be the 
seat of election. 

In the case of operable disease of the iliac and 
descending colon and in the region of the splenic 
flexure, colostomy is performed in the right lumbar 
region. 

In the case of inoperable disease of the transverse 
colon, either an artificial anus should be made as 
high as possible in the ascending colon, or a right 
lumbar colostomy performed. In the case of oper- 
able disease of the transverse colon, a right lumbar 
colostomy should be performed. 

In the case of inoperable disease in the region of 
the hepatic flexure, either an artificial anus or a 
colostomy should be performed in the right loin. 

In the case of operable disease in the region of the 
hepatic flexure, a colostomy should be performed in 
the right loin; that is to say, the ascending colon 
should be opened. 

In the case of inoperable disease in the ascending 
colon, a cecostomy should be performed. 

In performing colostomy, care should be taken 
to secure the bowel to the margins of the parietal 
wall by a few stitches before tapping it. A Paul 
tube is introduced and secured with a purse-string 
suture. 

One of the simplest methods of making an arti- 
ficial anus is to withdraw a loop of colon just far 
enough to allow a glass rod to be pushed through 
the mesentery. This rod, resting upon the ab- 
dominal parietes, secures the gut and sufficiently 
applies the bowel to the margins of the abdominal 
incision that no stitches are needed. The bowel is 
opened and a Paul tube fixed into the proximal end 
by a suture which encircles the gut. In the course 
of a week the projecting loop may be excised, 
thus leaving two orifices, the one above the arti- 
ficial anus, and the other an opening below that 
possibly can be utilized for flushing the diseased 
segment. Epwarp L. CorNnELL. 


Carman, R. D.: Diverticulitis of the Large Bowel. 
Ann. Surg., Phila., 1915, lxi, 343. 

Carman reports three cases of diverticulitis with 
réntgenologic findings. The patients were gen- 
erally inclined to obesity. The fairly constant 
symptoms were abdominal pain, usually severe, 
often localized in the sigmoid or descending colon; 
constipation was the rule. Vesical symptoms, as 
frequency and tenesmus, were occasionally noted. 
In every case where the sigmoid was involved a 
mass could be felt. Proctoscopic examination was 
positive in one case where a partial intussusception 
had taken place. That blood was absent from the 
stools is explained by the fact that the inflammation 
was extramucosal. 

The X-ray showing the position of the cecum 
aids in differentiating it from left-sided appendici- 
tis. It isa more difficult diagnosis to differentiate 
it from carcinoma. Filling defects may be present 
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in the X-ray plates in both carcinoma and diver- 
ticulitis, but the presence of extraluminal shadows 
would be a strong argument for diverticulitis. 
Where a carcinoma has developed upon a diver- 
ticulitis, the plates would show the characteristic 
extraluminal shadows, while if these shadows were 
absent the growth would be considered a carcinoma. 

Phleboliths or calcified glands may give shadows 
resembling diverticula filled with barium; if they are 
situated high in the sigmoid, palpation during a 
screen examination may reveal the fact that they do 
not move with the bowel. Lower down the bowel 
is not sufficiently movable to make this differen- 
tiation. 

The opaque ingested meal offers less chance than 
the enema of detecting the diverticula; better re- 
sults are obtained if the enemas are injected under 
some pressure. D. L. DEsParp. 


Foges, A.: Report of 4,000 Rectal Endoscopic Exam- 
inations (Bericht iiber 4,000 rektale Endoskopien). 
Wien. med. Wchnschr., 1914, No. 40. 


After making 4,000 endoscopic examinations of 
the rectum, the author is convinced that the method 
is absolutely without danger, as not a single injury 
resulted. All accidents heretofore reported cannot 
be laid to the method. He performed the examina- 
tions with the patient in the high, lateral, prone 
position, with the pelvis elevated. Anzsthetics 
were never needed. The method is valuable pri- 
marily in the early diagnosis of cancer, which 
frequently grows insidiously and without pain. A 
diagnosis of cancer can be suspected frequently if, 
through the stenosis, mucus and thin brown-red 
strands of faeces are passed. In 72 cases polyposis 
was found. Inflammatory changes in the lower 
bowel are important findings for the internist ; above 
all proctitis and sigmoiditis ulcerosa and hemor- 
rhagica. A negative finding is also important in 
carcinomophobic cases. L. A. JUHNKE. 


Ach, A.: Pathogenesis and Treatment of Prolapsus 
Recti (Pathogenese und Therapie des Prolapsus 
recti). Beitr. z. klin. Chir., 1914, xciii, 251. 

The views existing in regard to the causation of 
prolapsus recti are not uniform. There is consider- 
able difference between the older view of Esmarch 
and the newer as brought out by Jeannel. Esmarch 
believed that prolapse was due to loosening of the 
lower attachments of the rectum induced by the 
prolapsed anus and laid especial emphasis upon the 
preceding catarrh of the bowel. Jeannel believes 
that the prolapse is due to stretching and loosening 
of the upper attachments of the rectum and also 
lays considerable stress upon the preceding obstipa- 
tion. Both, however, consider the intra-abdominal 
pressure as the exciting factor. 

Waldeyer and Ludloff have brought new views 
into the controversy. The anatomical facts brought 
out by Waldeyer deserve consideration. He be- 
lieves that the rectum begins at the level of the 
third sacral vertebre and is divided into two parts, 
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the pelvic and the perineal. The former extends 
from the third sacral vertebra to the opening in the 
pelvic diaphragm to the level of the lower end of the 
prostate in the male, the latter from the opening 
in the pelvic diaphragm to the anus. The pelvic 
portion extends in a slanting direction from high 
up and posterior to low down and anterior and is 
concave anteriorly. It is dilated considerably at 
the ampulla and is relatively freely mobile. The 
perineal part is much narrower and firmly “built 
in” within the pelvic floor. About 7 cm. above the 
anus the plica transversalis appears and narrows 
the lumen of the pelvic portion. Above, the pelvic 
portion is attached to the pelvic colon and by means 
of the pelvic mesocolon to the promontory, also 
by means of the peritoneum, which extends from 
the bladder and forms the cul-de-sac to the anterior 
surface of the rectum, to the promontory. The 
rectum is further surrounded by the fascia rectalis 
attaching it to the sacrum. This attachment, 
however, is loose, as considerable fat is placed 
between the rectum and sacrum and between the 
fascia and rectum, allowing considerable mobility 
in the sagittal direction. 

Of deciding importance in the pathogenesis of 
rectal prolapse is the relation of the rectum to the 
peritoneal sack. The peritoneum follows the walls 
of the abdominopelvic space —the bones constitut- 
ing the pelvic cavity —closely in all directions ex- 
cept that of the excavatiorectovesicalis. There 
remains a space between the peritoneum, sacrum, 
and pelvic diaphragm. With each compression of 
the abdominal cavity the cul-de-sac is forced into 
this space as being less resistant. This renders it 
an internal hernia. Behind and below this physi- 
ological hernial sac (excavatiorectovesicalis) the 
rectum traverses slantingly downward above the 
split in the pelvic diaphragm. Under severe 
abdominal pressure the anterior wall of the rec- 
tum is naturally forced into the defect in the pelvic 
diaphragm. Under normal conditions there are 
various hindrances; the rectum being a muscular 
tube contracts firmly to resist the abdominal pres- 
sure. The entire region around the rectum is 
further surrounded by an abundance of fatty tissue, 
but as the normal peritoneum in this region is 
rather firm too great an excursion is not permitted. 
In patients with rectal prolapse, however, the tissues 
through various causes have lost this resistance or 
are abnormally developed. 

In the different classes of patients in whom rectal 
prolapse occurs a very large group of men will be 
found who have suffered a long time with chronic 
obstipation, or others who have had typhoid or 
dysentery. We must conclude that in this group 
the rectal musculature is paretic and cannot offer 
sufficient resistance. These patients are usually 
thin, and hence lose the resistance which normally 
is offered by the deposited fat. Another group 
consists of women at the height of their fructivity 
or in the menopause in whom hernias, especial- 
ly diastasis of the recti, are common. A third 





group consists of children. In these chronic 
catarrh of the bowel is the causative factor, which 
also produces an atrophy of the musculature and 
results in an abuse of the abdominal pressure. 
Other anatomical factors favor prolapse in children. 
The coccyx is but an elongation of the sacrum; the 
excavatiosacrococcygea does not exist; the muscles 
of the pelvic floor are poorly developed. 

In all these patients the excursions of the excava- 
tiorectovesicalis are not counteracted adequately. 
The peritoneal pocket is deepened, and into this 
pocket loops of bowel prolapse and the cul-de-sac 
becomes a hernia. This hernial sac, of which the 
rectum is the posterior wall, allows the anterior 
wall of the rectum to prolapse downward more and 
more and loosens the fascial connection to the 
prostate. At this point, however, the plica trans- 
versalis protrudes into the lumen of the bowel. 
Just as the valve of Bauhin advances into the colon 
in invagination of the ileum into the caecum, so 
does the plica transversalis prolapse into the dilated 
ampulla, and ultimately the entire ampulla is 
everted and appears as a rectal prolapse at the 
anus. In this manner the prolapse has the charac- 
teristic flattened cone shape with transverse oval 
lumen, containing in its anterior lip the hernial sac, 
with or without contents. It is evident, therefore, 
that the prolapse is not primary and is secondarily 
followed by a rectocele, but that primarily a hernia 
of the bowel develops through the pelvic floor at the 
rectal slit. This is different from other hernias 
only in so far as that the posterior wall of the sac 
consists of the rectum itself, whose upper attach- 
ments have gradually become loosened as a result 
of the traction exerted by the hernia. 

In regard to treatment we must consider the 
palliative and the operative. The palliative treat- 
ment consists of medicine employed internally for 
the existing enteritis and the general weakness, and, 
externally, consisting of astringent and caustic 
properties to improve the local condition. Here 
must also be mentioned the bandage apparatus 
therapy, the adhesive supports as well as the so- 
called rectum supports, also the massage and elec- 
trical treatments. The latter attempts to improve 
the tone of the rectal musculature as well as that of 
the pelvic floor. All these methods are of value in 
the prolapse of children, in which many cures 
are obtainable. By means of the Thure-Brand 
massage treatment considerable improvement was 
also obtained among adults; cures, however, were 
not observed. Among adults the operative treat- 
ment alone must be considered, and this varies 
according to the conception the individual operator 
has of the etiology of the disease. ‘The different 
methods may be classified into the three following 
groups: 

The first method has for its principle the nar- 
rowing of the sphincter and the strengthening of 
the pelvic floor. This is accomplished by the simple 
silver-wire method of Thiersch. The principle has 
been expanded until it includes the external plica- 
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tion of the entire rectum with plastic operations 
on the pelvic floor. 

The Rehn-Delorme method is the most advanced 
of the methods of this group and really is the 
simplest of the second-group methods, which in- 
clude the total resection of the prolapsed rectum 
according to Nicoladoni and Mickulicz. 

A third group consists principally of the suspen- 
sion methods. In this group belong the rectopexy 
of Verneuil and Kénig. Jeannel, von Eiselsberg, and 
Ludloff suspend the rectum high up either ventral- 
ly or sacrally, either with or without resection or 
short-circuiting the sigmoid. Others bring up the rec- 
tum and attach it extraperitoneally, endeavoring to 
secure firm adhesions to the pelvic wall. Although 
all of these procedures are adapted and successful 
in a good many cases, nevertheless recurrences are 
frequent. Ach attributes the failures to the fact 
that no definite fixation material and no correct 
point of fixation are given, as fixation to the peri- 
toneum cannot be considered sufficient. To over- 
come this he employed a strip of fascia from the 
fascia lata 25 cm. long and 8 cm. broad. One end 
of this is split in half and one strip is carried around 
the rectum circularly and fixed to it with a series 
of sutures. The other strip is brought down low 
between the rectum and vagina and is sutured to 
the lower part of the rectum and above that to 
the upper part of the vagina. The other end of the 
fascial strip is brought extraperitoneal, liberating 
the right ureter and undermining the peritoneum 
through the right broad ligament to the right 
horizontal area of the pubic bone. After drawing 
the strip of fascia taut, thus elevating the rectum 
and vagina as much as possible, it is anchored with 
interrupted sutures to the right ligament of Cooper. 


The free edge is further fixed to the edge of the 


abdominal muscles and fascia. 

The author has employed this method in two 
severe cases with excellent results, the cases having 
remained free of recurrence two years and eight 
months. He recommends it for all severe cases. 

L. A. JUHNKE. 


Pennington, J. R.: Treatment of Hzmorrhoids 
by the Open Method. J. Am. M. Ass., 1915, 
Ixiv, 11306. 


The palliative treatment consists in keeping the 
bowel movements soft and regular, together with 
application of stimulating agents and astringent 
lotions or ointments. 

The operative treatment consists in excising suf- 
ficient of the covering of such varicosities so that 
when the pathologic condition is removed the oper- 
ated field will resume its normal state and relation to 
the contiguous parts. This can best be done by 
that method of operating which radically removes 
the pathologic condition present, traumatizes the 
tissues least, gives least pain, keeps the patient 
from his work the shortest period of time, is the 
safest and freest from danger and preserves the 
normal contour and function of the rectum. 


The author operates on go per cent of his cases 
by blocking the field of operation; he usually em- 
ploys from one-quarter to one-half grain of cocaine 
in solution and about 1 to 2 grains of quinine and 
urea hydrochloride in the same manner. The 
cocaine is employed in the strength of from 0.25 
to 0.5 per cent; the quinine and urea hydrochloride 
in from o.5 to 1 per cent solution. Sometimes the 
two solutions are combined, The cocaine is used 
for its immediate effect, and the quinine and urea 
hydrochloride for prolonging the anesthesia. 

He usually anesthetizes the perianal skin first, 
and then the muscles and perirectal structures. A 
puncture being made in the median raphé about one 
inch posterior to the anus, the needle is carried from 
this point first around one and then the other side of 
the anus to the anterior median raphé, depositing 
the solution in its course. The needle is next intro- 
duced into the muscles and up along the sides of the 
rectum, anesthetizing these structures. 

For the deeper tissues, the needle is usually insert- 
ed into the anterior and posterior median raphé, 
also in the right and left lateral quadrants and is 
carried up along the lateral walls of the rectum. 

In the thrombotic pile, an ellipse commensurate 
with the size of the pile is removed from the covering 
of the clot, the latter picked out and the dressing 
applied. The author usually dresses the wound with 
rubber-dam and covers this with gauze, or petrolatum 
and gauze and a T-bandage. There is little or no 
after-pain and the patient is well in a very short 
time. 

Because the internal piles are located in the 
proximal, or rectal, cone it is necessary to bring them 
into view. This, after gently stretching the sphinc- 
ter, is done by means of four T-forceps. Vis @ 
tergo pressure is made at the base of each pile, forc- 
ing it into the field of operation, and an ellipse vary- 
ing with the size of the swelling is removed from 
the covering of the varicosity by means of scissors 
curved on the flat. Frequently this procedure also 
destroys the pathologic condition; if it does not, 
this is readily accomplished by another and deeper 
cut with the scissors. 

The “‘fleshy pile” is treated in a similar manner. 
A section is excised from the apex and then the in- 
side of the pile is removed with the flat-curved 
scissors. Sufficient of the mass is removed so that 
the anal region will assume a normal surface when 
the operation iscompleted. The field is then cleared 
of blood-clots, and a rubber-covered tampon, which 
dresses the field in extension, is introduced into the 
rectum. Hot wet dressings, a piece of protective, 
and a snugly-fitting T-bandage are then applied. 

The dressings and tampon are removed in from 
18 to 24 hours and the hot fomentations continued. 
In 6 or 8 hours thereafter an enema of 3 ounces of 
olive oil and a laxative are given. The patient 
does not use a bedpan, but gets out of bed and goes 
to the toilet; wet cotton is used as a detergent. 

Hot fomentations are applied every 4 to 6 hours 
for a few days. The average patient is dismissed 
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on the third or fourth day after the operation. 

Occasionally one will remain a day or two longer; 

on the other hand, they frequently leave earlier. 
Epwarp L. CorNELL. 


LIVER, PANCREAS, AND SPLEEN 


Mayo, C. H.: Papillomata of the Gall-Bladder. 
Tr. Am. Surg. Ass., Rochester, Minn., 1915, June. 


The author states that few operations on the gall- 
bladder are of recent development. The not in- 
frequent discovery of an apparently healthy gall- 
bladder in operations for gall-stones caused general 
exploration to become a routine procedure. Thick- 
walled gall-bladders without stones were next 
drained or removed. Later came the appreciation 
that a diseased mucosa could exist in a gall-bladder 
of healthy external appearance. If inflammation is 
from bacterial infection the lymphatics draining the 
diseased area are enlarged and soft in acute pro- 
cesses and harder in chronic processes. If there are 
no gall-stones and there is little change in the ap- 
pearance of the gall-bladder the lymphatic glands 
on the cystic duct and along the hepatic and com- 
mon ducts should be palpated. If they are found 
to be swollen without other adequate cause the 
gall-bladder should be removed. If the glands are 
not swollen and no stones are found, search must 
be made for other sources of symptoms. Rosenow’s 
theory of the cause of this inflammation seems 
plausible. Bacterial invasion of the wall of the 
gall-bladder may cause changes in its circulation, 
with oedema, infiltration, exudation, swelling of the 
lymphatic glands, and local necrosis of the mucous 
membrane. 

Papillomata of the gall-bladder occur in the same 
manner, but instead of a primary destructive effect 
there occurs locally an overgrowth which may later 
become necrotic. Papillomata were found in 107 
of the 2,538 cases of cholecystectomy in the Mayo 
Clinic from January 1, 1907, to June 1, 1915. From 
a surgical standpoint it is important to note that 
the papillomata of the gall-bladder are not cured by 
temporary drainage, but that cholecystectomy 
should be performed. 


Cole, L. G., and George, A. W.: The Réntgen 
Diagnosis of Gall-Stones by Improved Methods. 
Boston M. €& S.J., 1915, clxxii, 326. 


The authors give a brief history of the literature 
on the detection of gall-stones, to support the state- 
ment that while gall-stones have been detected by 
X-rays to an appreciable extent only within the last 
few years, the interest since 1913 has been steadily 
growing, and several observers have worked along 
nearly the same lines, although independently of 
each other. 

As gall-stones are estimated to exist in 10 per cent 
of all adult cases complaining of gastric symptoms, 
and as they have been detected in 5 per cent of such 
cases, réntgenologists have supposed they could find 
them in about 50 per cent of all cases where they 


are present. Since studying the gall-bladder region 
with more careful attention to detail, however, and 
employing a certain technique the authors believe 
they can detect stones about twice as frequently as 
formerly. 

Because of the large number of cases where a 
correct positive diagnosis can be made, the negative 
diagnosis becomes relatively important. The tech- 
nique is not materially different from that employed 
for soft tissues in any other part of the body, but 
it requires conscientious attention to the most 
minute points, and because detail is essential to 
accurate diagnosis the soft ‘monotonic’ plates 
obtained by the use of the Coolidge tube are most 
desirable. 

Cole uses a small focal point with a long exposure, 
while George, believing speed is essential, uses a 
fairly large focal point and an exposure short enough 
to practically eliminate the effect of involuntary 
motions of the body. The use of a small cone is 
particularly advised, as it prevents much of the 
generating of secondary rays and makes it possible 
to show a calculus which would be indistinguishable 
with a large cone. It may be pointed obliquely 
downward, or the relation of the patient to the tube 
may be altered by a slight rolling from side to side, 
or by a lateral position. 

Réntgen stereoscopy adds very materially to 
the interpretation of the plates, but comparison 
from behind avails little. The entire region from 
the eleventh rib to the crest of the ileum, or even 
lower should be included in the examination. A 
filter should always be used to prevent dermatitis, 
as fifteen or twenty plates should be made. After 
such an examination, if no direct or indirect evidence 
of gall-stones is obtained, the clinical history should 
be very positive before operation is resorted to. 
A complete gastro-intestinal examination is advised 
in such cases to detect possible adhesions or lesions 
of another nature that might be responsible for the 
symptoms of which the patient complains. 

The most important aid in interpreting réntgen 
plates is the method of matching the shadows to- 
gether by superimposing the plates and holding 
them obliquely at arm’s length against the northern 
sky. Identification of the gall-bladder is of great as- 
sistance in the detection of calculi. 

Réntgenographically, gall-stones are divided into 
two definite groups: (1) stones which contain con- 
siderable calcium, and (2) cholesterine stones which 
contain no calcium or only a trace of it. The dense 
calcareous stones are found infrequently, and by 
far the greatest number of gall-stones consist of 
cholesterine nucleus with a calcareous coating, or 
vice versa. Those in which the coating is thin are 
the most difficult to find and with increased density 
they are proportionately easier to discover. 

Some of the shadows that may be confused with 
gall-stones are those cast by intestinal contents, 
calcified mesenteric glands, costochondral ossifica- 
tion, stones in the kidney and liver, or food in the 
cap. Food in the cap, or feces in the haustra may 
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be eliminated by abstention from food and the use 
of a cathartic, which Cole advises in all cases but 
which George does not encourage. 

Diagnostic accuracy is directly in proportion to 
the care exercised in making the examination and 
one’s experience in detecting and interpreting the 
findings. ArTHUR F. Hotpine. 


Elting, A. W.: Abscess of the Spleen; Report of a 
Case. Tr. Am. Surg. Ass., Rochester, Minn., 
1915, June. 


Abscess of the spleen has been known to follow a 
great variety of acute infectious diseases, as well 
as some of a more chronic nature, especially those 
diseases associated with a splenic tumor. In many 
cases the original portal of entry for the infecting 
micro-organisms has not been demonstrable. Many 
cases of left-sided subphrenic abscess have undoubt- 
edly been abscesses of the spleen. Abscess of the 
spleen always results from contiguous or metastatic 
infection, the latter being by far the more frequent. 
The bacteriology of the process has been very 
varied. Almost every variety of pyogenic organism 
has been cultivated from splenic abscess, while in 
some instances the pus has been sterile. Most 
abscesses of the spleen are embolic or thrombotic 
in origin, and develop in infected infarcts. Typhoid 
fever is the most common single cause of abscess 
of the spleen, with malaria next as an etiological 
factor. The prognosis is better in post-typhoid 
splenic abscess than in any other variety. In 
many cases of abscess of the spleen, there is a 
sequestration of spleen tissue, the sequestra varying 
in size from minute bits to the entire spleen. 

The symptoms of abscess of the spleen are sug- 
gestive rather than distinctive. Enlargement of the 
spleen, pain in the splenic area, and inflammatory 
involvement of the diaphragm or pleura at the base 
of the left lung are the most important symptoms. 
Chills, fever, nausea, vomiting, and diarrhoea often 
occur and a marked leucocytosis is a frequent ac- 
companiment. Radiography is of importance in 
making a diagnosis, but the most essential diagnostic 
measure is exploratory aspiration of the affected 
area. 

The treatment is always surgical and should be 
splenotomy or splenectomy, usually the former. 
The operative procedure will be through one of 
three routes: (1) the transpleural; (2) the abdom- 
inal; and (3) the retroperitoneal. The prognosis of 
abscess of the spleen, recognized reasonably early 
and adequately treated surgically, is relatively good. 

In the case reported by the author, the onset was 
sudden, with pain in the upper left abdominal quad- 
rant, fever and prostration, with some enlargement 
of the spleen and a pronounced leucocytosis, with 


no definite portal of entry for the infection. This © 


condition continued for 20 days, when the tempera- 
ture became normal and remained so for 6 days, with 
marked improvement in every way. The tempera- 
ture again became elevated and the signs all pointed 
to the splenic area. Numerous Widal reactions 


and blood cultures were negative, but a high 
leucocytosis persisted. Repeated exploratory as- 
pirations, as well as radiographs, produced negative 
results in the early stages. Finally, as the radio- 
graph and the aspirating needle located pus in the 
region of the spleen, transpleural drainage was done 
and a sequestrating abscess of the spleen disclosed. 
Cultures from the pus showed pneumococci. The 
patient improved for a time, but finally died, with 
all the evidences of a suppurating portal pyelo- 
phlebitis. 


Mayo, W. J.: Surgical Considerations of Splenec- 
tomy. Tr. Am. Surg. Ass., Rochester, Minn., 
1g15, June. 


Mayo lays down the premise that the safety of 
splenectomy depends on careful separation of the 
attachments of the spleen and the delivery of the 
organ without injury to the vascular pedicle. A 
longitudinal incision is made through the upper half 
of the rectus muscle, extended obliquely along the 
costal margin about an inch and one-half from it 
and up toward the ensiform cartilage. The longi- 
tudinal part of the incision may be carried down to 
any desired length. 

Adhesions especially over the upper pole are 
occasionally vascular. It is best to separate these 
vessels with the fingers as close to the spleen as 
possible. Sometimes the adhesions are so strong 
they must be divided with a cutting instrument. 

The bulk of the vascular attachments (vasa 
brevia) in the gastrosplenic ligament can be de- 
livered with the spleen, the stomach being partly 
withdrawn from the abdomen before separating 
the ligament. In a large, adherent spleen the deep 
vascular connections may anastomose with the 
vessels along the spine and the crux of the diaphragm. 
These must be separated before the spleen can be 
eviscerated, controlling hamorrhage by a carefully 
adjusted gauze tampon. The application of this 
gauze tampon temporarily to control bleeding from 
the deep attachments is very important, as the 
sources of hemorrhage can not be seen and controlled 
until the spleen has been removed. 

The tail of the pancreas, if present, should be 
separated from the splenic pedicle, its bleeding 
points ligated and the gland dropped back. In 
three splenectomies Mayo has tied off a portion of 
the tail of the pancreas with the splenic pedicle 
without any harm resulting. 

Usually the vascular pedicle can be cleared and 
ligated in sections. The arteries should be tied 
first, but all vessels should be tied before any portion 
of the pedicle is cut. If the pedicle is short it may 
be grasped with elastic rubber-covered clamps, thus 
avoiding damage to attached viscera, such as the 
gastric wall, until the vessels can be secured. The 
two-forceps method of ligation is very satisfactory: 
two forceps are placed three-fourths of an inch apart 
on the pedicle and the spleen cut away without re- 
gard to back bleeding. A catgut ligature is thrown 
around the pedicle below the proximal forceps which 
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is then loosened and the ligature tied in the com- 
pressed area, while the distal pair of forceps steadies 
the pair and prevents retraction. A second ligature 
makes the pedicle secure. 

Closure of the splenic space is important if there 
is any oozing of blood. Compression with the tem- 
porary tampon will seal the smaller vessels in a few 
minutes, but deep in the wound other vessels may 
require further treatment. With catgut on a small 
curved needle, the raw space beginning at the tied 
splenic vessels is closed as securely as possible by 
snaking catgut sutures which compress the bleeding 
vessels. The mortality depends more on the con- 
dition of the patient than on the technical difficul- 
ties of operation. But 5 of the 56 patients subjected 
to splenectomy died in the hospital, and autopsy 
showed that 2 of these were from preventable 
causes — haemorrhage and sepsis. 


Giffin, H. Z.: Clinical Notes on Splenectomy. 7r. 
Am. Surg. Ass., Rochester, Minn., 1915, June. 

The author reviews in a general way the clinical 
characteristics of the 58 cases of splenectomy in the 
Mayo Clinic since 1904. One of the patients is 
alive and well eight years after operation. In this 
instance the history was analogous to that of splenic 
anemia, while the spleen showed pathologically a 
lymphocytic hyperplasia, not, however, with any 
definite evidence of malignancy. The next longest 
period for which a patient has remained well is 
seven years. In this instance there was a clinical 
history similar to that of splenic anemia, while 
pathologically the spleen showed endothelial pro- 
liferation. 

Many types of splenomegaly are necessarily rep- 
resented in this series and any classification of the 
cases is, of course, open to discussion and criticism. 
On the basis of their clinical and pathologic char- 
acteristics, they will be presented in groups as 
follows: 


SPLENECTOMIES, APRIL 6, 1904, TO JUNE 9, 1915 


No. of Cases 











TE RR ne ee ee a ee ae 27 

2. Gaucher type OF erlenic anemia... ow... cece ce ceeace 3 

i eh a's bs cg Kg as arsed oben eee mK oa 7 

4. Hemolytic anemia (marked splenomegaly)............... 2 

5. Secondary infectious or septic splenomegaly.............. 5 

6. Lues (marked splenomegaly). ..............:esececeeees 2 

a5 59.06 a a si-g 0 oun ae. Were. bio. 000-0 AGG 2 

i I clic uC Riack asisik ath eh anieeid oe 09 bi I 

i I IR, oi. cow swcsueesoedcccenenes I 

10. Lymphoma or lymphosarcoma... . . 3 
11. Tuberculosis of spleen........... = I 
ua. Wandering epleem........scccuvccess 2 
13. Acute febrile non-septic (?) splenomegaly........ eiee I 
14. Splenomegaly with marked eosinophilia.................. I 
WE sa ccterienoacaieeuckenakinkesenewas +o peacecciee erases atate 58 


Seven patients with pernicious anemia have been 
operated on in the Mayo Clinic since August, 1914, 
with one operative death, two patients are at 
present in the hospital, while three of the patients 
showed marked temporary improvement. 
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The series includes one case of acute febrile non- 
septic splenomegaly, which is analogous in its 
clinical course to Egyptian splenomegaly, and one 
case in which splenomegaly was associated with an 
extremely high eosinophilic count. Splenic ane- 
mia is, in the author’s opinion, most favorable for 
surgical treatment. The operative risk is relatively 
low and the prospect for a return to normal health 
excellent. Removal of the spleen in non-gum- 
matous splenomegaly and anemia associated with 
syphilis has been attended with excellent results in 
two instances. 


Elliott, C. A., and Kanavel, A. B.: Splenectomy for 
Hemolytic Icterus: a Discussion of the Famil- 
ial and Acquired Types with a Report of 
Splenectomized Cases. Surg., Gynec. © Obst., 
IQI5, XXl, 21. 

The article comprises (1) a report of a splenectomy 
in a patient suffering from hemolytic jaundice of 
the familial type; (2) a report of the genealogical 
tree of two families showing hemolytic jaundice, 
with a study of various members of the families 
and the study of another case of acquired hemolytic 
jaundice; (3) the collection of all of the reported 
splenectomies for hemolytic jaundice and a tabula- 
tion of the results. 

The patient upon whom the splenectomy was 
done was a man 54 years of age, who had suffered 
all his life from the acholuric crises of malaise, 
headache, tenderness over the spleen, and slight 
fever. On examination he presented a large spleen, 
marked anemia, and a fragility of red blood-cells 
at o.54 per cent. Following the operation the 
patient had an uneventful recovery, and two 
months later reported himself as having absolutely 
no icteric tinge, the urine was clear of urobilin, the 
red blood-cell count was normal, and in every way 
he could be said to be cured. 

The authors draw attention to the fragility test 
of Chauffard and Widal and discuss the method of 
arriving at their results. The fragility test in the 
various hemolytic cases examined varied from 
0.46 per cent to 0.54 per cent at the beginning of the 
breaking down of the blood. The results of in- 
vestigation as to the fragility in the splenic artery 
and splenic vein of dogs showed that the artery in 
the majority of cases presented a higher fragility 
of its cells. In discussing the pathogenesis, the 
authors lean to the assumption of Eppinger which 
explains the destruction under the title of ‘hyper- 
splenism.” 

The results of the study of cases of splenectomy 
for this condition show that practically all of the 
cases made complete recoveries after operation. 
There were two primary deaths. The average 
weight of the spleens removed was 1,000 grams. 
Liver crises due to the passage of excessive, thickened 
bile or of gall-stones were present in six cases op- 
erated upon, and in four of these gall-stones were 
found. 

The pathology showed an absence of connective- 





Seater he eee hd 








GENERAL SURGERY — SURGERY OF THE EXTREMITIES 153 


tissue proliferation with a constant infiltration of 
the pulp of the spleen with the blood-cells. There 
was no connective-tissue proliferation and no in- 
crease in the size of the liver. 

The authors recommend splenectomy in these 
cases and believe that the operation should be per- 
formed early, particularly in younger individuals 


where it would not seem advisable to wait for 
marked disability and the development of a large 
splenic tumor. On the other hand they draw atten- 
tion to the fact that where there is an absence of 
disability it is inadvisable to operate, as these pa- 
tients may live to old age without any serious com- 
plications. 


SURGERY OF THE EXTREMITIES 


DISEASES OF THE BONES, JOINTS, MUSCLES, 
TENDONS. CONDITIONS COMMONLY 
FOUND IN THE EXTREMITIES 


Warbasse, J. P.: The Physician’s Responsibility 
in Acute Osteomyelitis. J. Am. M. Ass., 1915, 
Ixiv, 1293. 

The author emphasizes the importance of early 
diagnosis of acute osteomyelitis, a disease for 
which surgery is the only treatment, and in which 
expedience is more necessary than skill. The diag- 
nosis is easy, two symptoms sufficing, pain of rapid 
onset in a long bone and high fever. Because of 
the solidity of the walls of the marrow cavity the 
characteristic swelling of the inflammatory process 
cannot take place and the result is pressure which 
results in ischemia and necrosis of the bone. If 
not recognized early, not only this local necrosis 
occurs, but secondary bone abscesses form and a 
general septic condition results, threatening menin- 
ges, heart valves, and every other organ. 

Cases are reported which had been treated for 
rheumatism, neuralgia, scurvy, and other diseases 
by various medical means for weeks or months until 
the shaft of the bone was completely destroyed or 
until general sepsis and death had occurred, when a 
simple opening made in the bone at the beginning 
of the infection would have resulted in cure. The 
treatment is wholly surgical and is so simple that 
even the poorest surgery can not do as much harm 
as the disease. It is the duty of the general physi- 
cian to see that such cases have proper surgical 
attention in the beginning and to avoid temporizing 
by medical treatment. W. A. Crark. 


Symonds, C.: Chronic Abscess of Bone; Its Treat- 
ment. Guy’s Hosp. Gaz., 1915, xxix, 120. 


The author regards silver wire or silver tubing 
as the best instrument for maintaining drainage of a 
chronic bone abscess. The objection to rubber 
is that the bone sinus tends to close over it so that 
the opening becomes too small and the drain is then 
left out. 

Because of the necessity of long-continued drain- 
age — eight or ten years in some cases — a metal 
tube which will keep the bone sinus open and which 
can be taken out, boiled, and reinserted easily by 
the patient if necessary is most valuable. A solid 
drain works about as well as a tube. Patients are 
able to be up and go about their duties, even those of 


a’bus driver or a cavalry officer while wearing these 
drains. 

Several cases are reported which show that bone 
abscess, while acute in origin, usually becomes sub- 
acute or chronic, lasting over many years. One 
case, a woman of 70, has had an abscess in the femur 
for over forty years and will probably have to wear 
a metal drain the rest of her life. The older the 
patient the more retarded is the recovery. Chil- 
dren recover very quickly with proper drainage. 

W. A. CLARK. 


Delitala, F.: Contribution for Study of a Typical 
Disease of the Upper End of the Femur (Perthes’ 
Disease). Am. J. Orth. Surg., 1915, xii, 555. 


In 1913 Perthes first described a disease of the 
hip of non-tubercular type occurring unilaterally 
in children from five to ten years of age, which he 
calls osteochondritis. The condition seems to be 
rare, as published cases do not exceed fifty including 
those referred to under some other name. There 
is some evidence that the disease is familial in 
character. Eighty per cent of reported cases were 
boys. ‘There is no tuberculosis or luetic basis, the 
disease appearing during periods of general good 
health. Prominent symptoms are lack of assurance 
in walking, a slight swing to one side, and fatigue; 
pain does not cause any serious disturbance. There 
is shortening, and muscular atrophy, and limitation 
of abduction. 

Roéntgen pictures show alteration in the femoral 
neck and epiphysis. There is a rarefaction in the 
neck near the epiphysis, and the upper epiphysis 
and head are flattened, crushed, or even divided in 
pieces. In differential diagnosis the réntgen ray is 
most valuable, as the disease simulates coxa vara 
and other juvenile deforming arthritides very closely 
in clinical signs and symptoms. The course of the 
disease is said to be of a benign nature and the prog- 
nosis good as to ultimate recovery with functional 
integrity. 

The author discusses at some length the nature 
of the disease as compared with other juvenile hip 
troubles, especially coxa vara. The name coxa 
vara capitalis has been suggested by Levy, but this 
term is not applicable in all cases, as the change in 
the angle of the femoral neck is secondary to the 
disease and is not present in every case. 

One case examined at operation by Perthes 
showed normal joint fluid and synovium, a flattened 
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head, and an irregular distribution of cartilage in 
numerous islands connected by thin plates of carti- 
lage. The cartilage was histologically normal, as 
was also the hard and spongy bone and the mar- 
row. He regards the islands as proliferations of 
cartilage rather than a result of cicatrization. Six 
cases observed by the author are reported. These 6 
were all that were found in 1,500 cases of hip af- 
fection, which indicates that the disease is rare. 
W. A. CLARK. 


Allison, N.: Tuberculosis of the Hip; An Analysis 
of Twenty-Five Selected Cases. Am. J. Orth. 
Surg., 1915, xii, 623. 

The author reports 25 cases of tuberculous hip 
disease treated at the St. Louis Children’s Hospital 
within the last four years. These cases have gone 
on to recovery in that they have ceased to have 
symptoms and now have weight-bearing joints. 

Diagnosis was made positive in so far as clinical 
tests go. The cases have been under frequent ob- 
servation and have been studied by frequent ex- 
aminations and radiograms. 

Allison states that he is not of the opinion that an 
ankylosed joint is the best result that can be ob- 
tained in the treatment of hip disease, and he feels 
that what Lorenz calls the ‘‘ weight-bearing ther- 
apy” is an incomplete and careless method of treat- 
ment. He believes that the Bradford abduction 
and traction splint is the best treatment during 
the convalescent stage, and he does not believe in 
allowing weight-bearing, as is done in the treatment 
with plaster of Paris spicas. 

The author gained the following from his studies: 

1. The average shortening where plaster of Paris 
spicas were used was 1.45 inches; with the Bradford 
traction abduction splint 0.56 inches. 

2. The average atrophy of the thigh with spicas 
was 1.47 inches and of the calf 0.5 inch; with splint 
the atrophy of the thigh was 1.27 inches and of the 
calf 0.76inch. From this the author concludes that 
the use of traction does not materially increase the 
amount of atrophy. 

3. Motion was preserved in all hips treated with 
traction and was lost in 60 per cent of the cases 
treated with spicas. 

4. Abscesses occurred in 33% per cent of the 
cases treated with spicas and in 40 per cent of those 
treated with splints. 

5. Of the cases treated with spicas there were 6 
cases which developed complete bony ankylosis. 
In 5 it was necessary to do an osteotomy in order to 
correct adduction and flexion deformity. Two of 
the cases recovered with motion through 45 per cent 
in flexion. 

6. Of the cases treated with the traction ab- 
duction splints no case resulted in bony ankylosis 
and in no case was it necessary to correct deformity 
by osteotomy. All of the hips were held in a 
position of abduction. 

The author reports several of his cases illustrated 
with radiograms. Lioyp T. Brown. 
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Packard, G. B.: The Management of the Conva- 
lescent State of Hip Disease. Am. J. Orth. 
Surg., 1915, xii, 666. 

The author warns against discontinuing treat- 
ment of tubercular hips until it is positively assured 
that the disease is completely arrested. Freedom 
from pain and muscular spasm does not necessarily 
mean an arrest of the disease. The position of 
the limb is a more reliable guide. Adduction is a 
clinical expression of joint irritation and when pres- 
ent together with flexion is sufficient indication for 
continuing treatment. Ré6ntgen pictures are also 
valuable in determining the course and state of the 
disease. If the size of the acetabulum is increasing 
and the size of the head diminishing, the process is 
still active. The best method of treatment in the 
convalescent stage is a plaster spica holding the leg 
in abduction, but in some cases protection from 
weight-bearing is necessary. Adduction and flexion 
should be prevented during treatment, but trauma 
by application of too much force or by open opera- 
tion is to be avoided while the disease is progressive. 
The author reports a case in which it was necessary 
to continue treatment for seven years, a discontinu- 
ance at the end of two, four, and five years having 
been followed in each instance by recurrence of 
adduction and flexion. Many cases of hip disease 
are discharged as cured while the disease is still 
progressive. W. A. Crark. 


Sever, J. W., and Fiske, E. W.: Tuberculosis of the 
Knee-Joint in Childhood; a Study of 638 
Cases. Am. J. Orth. Surg., 1915, xii, 597. 


Sever and Fiske review 638 cases of knee-joint 
disease in childhood. Tuberculosis of the knee 
occurs somewhat more frequently in boys than in 
girls, and notably in early life, the age of 2 years 
showing the greatest number. Thirty per cent 
followed trauma, which however is only an incidence. 
Family tuberculosis occurred in at least 79 per cent; 
11 per cent had other joints involved. As to path- 
ology, the disease generally begins in the spongy 
epiphysis near the junction and generally in the 
region of the internal condyle, though Stiles states 
that the most common situation is in the diaphysis. 
Of the cases operated upon, practically all had bony 
involvement, and only about half, synovial disease. 
X-ray examination showed nearly always an epiphy- 
sitis, some atrophy, and loss of contour of articulat- 
ing surfaces. The symptoms, in order of frequency, 
showed local swelling, especially at the internal 
condyle; limitation of motion; permanent flexion; 
local heat; painful motion; subluxation; and abscess. 
The limb is usually lengthened the first two years. 
A quarter of the cases showed abscesses. 

The treatment was largely conservative, consist- 
ing in protecting the joint from motion and weight- 
bearing by casts, splints, and traction. Deformities 
were corrected under ether, manually, by genuclast, 
osteotomies, and tenotomies. When abscesses and 
sinuses persisted, erosion was done, followed if 
necessary by resection of the joint. The average 
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duration of treatment was 5 years, but operated 
cases averaged a year and a half longer. The re- 
sults of treatment showed twice as many satis- 
factory as unsatisfactory cases; the non-operated 
group showed up better than the operated (however, 
the severer), while the very best results came from 
cases treated with splints and plaster casts. 
RoBert G. PACKARD. 


Rogers, M. H.: Tuberculosis of the Knee-Joint 
in Adults; Prognosis and Treatment. Am. J. 
Orth. Surg., 1915, xii, 589. 

Rogers compares the end-results of conservative 
and operative treatment. The trend of 100 cases 
under conservative treatment was progressively 
bad, showing no record of a cured case, but coming 
within four years to excision or amputation. The 
operative treatment in a group of 47 cases included 
excisions, amputations, exploratory arthrotomies, 
drainage, and curettage. Excision always caused 
the active tuberculosis to become quiescent, and 
a favorable ankylosis was secured. 

A group of 20 cases was carefully studied, the ob- 
servations including a careful exploratory arthrot- 
omy. These arthrotomies showed variously the 
successive changes: thickened capsule, pannus for- 
mation with eroded cartilage underneath, formation 
of adhesions, turbid gelatinous fluid, and rice bodies. 
The arthrotomy was done not unnecessarily, but 
because an exact diagnosis, prognosis, and treatment 
could not otherwise be determined, a pathological ex- 
amination of a strip of the thickened capsule and a 
portion of the pannus will furnish conclusive evidence. 

The conclusions are that conservative treatment 
is not satisfactory in adults, an exact diagnosis 
within the first year often being impossible without 
arthrotomy; and that excision is justifiable as early 
as diagnosis is made. Rospert G. PACKARD. 


Cofield, R. B.: Syphilis of the Joints. Lancet-Clin., 
IQI5, Cxiii, 346. 

Until late years syphilitic arthritis has been con- 
sidered a rarity due to the frequent absence of the 
ordinary symptom-complex, but now, with the aid 
of the Wassermann, it is claimed that 7 per cent of 
all arthritides in children is luetic. The congenital 
and acquired types are different. 

The congenital type, first an epiphysitis, shows 
synovial effusion in the adjacent joint with painless 
and practically normal passive motion, a low inter- 
mittent fever (simulating the tubercular type), 
together with the luetic physiognomy, characteris- 
tic teeth and keratitis. The larger joints are mostly 
affected, often bilaterally, with little or no pain, 
but with a feeling of weakness due to joint distention 
and ligament relaxation. The X-ray shows osteo- 
chondritis or epiphysitis with periostitis and later a 
tendency to osteo-arthropathy. 

The acquired types are four: (1) simple arthralgia, 
occurring especially in the secondary and tertiary 
stages, characterized by severe pain in one or more 
joints, notably in repose, but without objective 


symptoms; (2) hydrarthrosis, usually in the larger 
joints, especially the knee, showing effusion, capsule 
thickening, overstretched ligaments, joint  in- 
security, mild fever, and vague pains in the limbs; 
(3) gummatous involvement with gross pathological 
changes in the tertiary stage, showing rounded or 
flattened bodies in the synovia or ligamentous 
attachments, changing later into ulceration, thick- 
ened capsule, the X-ray picture showing thickened 
soft parts, bony destruction, and enlarged contig- 
uous bone, with a history of gradual onset, slight 
pain and fever, slight limitation to motion, and joint 
instability; (4) osteo-arthropathy or Charcot joint, 
with its effusion, relaxed ligaments, hypermobility, 
frequent subluxations, and rare pain. The X-ray 
is very valuable in diagnosis. 

Differential diagnosis. ‘Tuberculous joints do not 
react to antisyphilitic treatment, usually show more 
pain, a positive tuberculin reaction, and character- 
istic X-ray picture. Rickets show rachitic rosary, 
no involvement of the shaft, less painful epiphysis, 
and, rarely, joint effusion. Acute articular rheu- 
matism shows high fever, diaphoresis, transient and 
migratory joint involvement, and history of tonsil- 
litis. Hypertrophic and atrophic arthritis shows 
characteristic X-ray pictures. Gonorrhceal arthritis 
shows high fever, more acute infection with pain and 
tenderness, and serologic test. Osteomyelitis does 
not show thickening and sclerosis of cortex. Osteo- 
sarcoma runs a rapid course and has not the multi- 
plicity of lesions. 

Treatment includes prophylaxis, antisyphilitic 
measures, supporting apparatus, and often drainage 
of broken-down joints. Rosert G. PAcKArp. 


O’Reilly, J. A.: Joint Syphilis in Children. Am. J. 
Orth. Surg., 1915, xii, 683. 


The author calls special attention to the frequency 
of joint syphilis in children. Nine to ten per cent 
of all cases examined at the Orthopedic Clinic of 
the Washington University Hospital had joint 
syphilis. Adults were more commonly affected! 
than children. He has considered here the congen- 
ital type largely. The pathology’ and symptoms 
show symmetrical synovial effusion, little pain, but 
more severe at night, and interference with func- 
tion. There is a thickening at the epiphyseal line, 
altering the joint and limiting the motion. A hyper- 
plasia is often seen, but bone destruction which 
occurs in the gummatous stage is seen less fre- 
quently. A positive X-ray is less conclusive in 
joint syphilis than in a tubercular joint. The joints. 
involved most frequently are in order: the hips, knee, 
ankle, spine, and elbow. The Wassermann is not 
always positive but fairly reliable. The differential 
diagnosis is made between tubercular joints, osteo- 
chondritis, infective and atrophic arthritis, and joint 
syphilis. The conclusions are that about one-half 
per cent of all joint conditions are syphilitic and 
that many joints treated for other diseases are 
syphilitic. He advises laboratory examination when 
the diagnosis is in doubt. H. W. Matrtsy. 
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Eikenbary, C. F.: A Hitherto Undescribed Dys- 
trophy, Probably of Luetic Origin, Affecting 
Particularly the Joints of the Lower Extremity. 
Am. J. Orth. Surg., 1915, xii, 689. 

Eikenbary describes a dystrophy, occurring in 
three children of one family, affecting the joints of 
the lower extremities, particularly the knees and 
ankles. The children ranged in age from 6 to 19 
years, and complained of deformity, swelling, and 
disability of the knees. The family history was 
negative, there being four other children, also. 
They all gave a history of “‘nursing sores,” and 
“rheumatism,” and slight trauma to the knee. 
Examination showed in all three children some lack 
of physical development, fissures about the mouth, a 
negative Wassermann, and one or both knees con- 
siderably deformed, swollen, boggy, without excess 
of fluid, with motion normal in flexion and exten- 
sion, and with some abnormal lateral motion, 
accompanied by no pain. The X-ray findings 
were very important, showing dystrophic changes in 
the diaphyso-epiphyseal junction or in the epiphysis, 
irregular deposits, cortex thickening, and definite 
areas of bone atrophy and deformity in the femur, 
fibula, and patella. 

Microscopic findings in one case in which opera- 
tion was done to secure ankylosis, showed a char- 
acteristic picture of syphilitic osteochondritis. In 
differential diagnosis, tabes and Charcot joint were 
ruled out by negative neurological findings and a 
negative Wassermann; infection by absence of severe 
pain, no limitation of motion, and bony changes; 
syringomyelia by absence of sensory changes; while 
a diagnosis of late syphilis was suggested by lesions 
about the mouth, bowing of the tibia in one case, 
and the microscopic picture of a distorted line of 
ossification of cartilage. Rospert G. PACKARD. 


The Treatment of Gangrenous 
Med. Press & Circ., 


Toussaint, H.: 
Wounds by Free Incision. 
1915, cl, 366. 

A case is reported of a soldier who was wounded 
two days before entrance to the hospital, an un- 
determined projectile having entered the middle 
third of the right arm. Primary hemorrhage had 
been pretty free, but had been arrested by pressure 
applied by a comrade in the trench. 

The aperture of entry, the size of a shilling, was 
situated just over the vasculovenous plexus; that of 
exit, situated in the same transverse plane, was as 
big as a crown-piece. The biceps muscle had been 
forced out, forming a hernial projection, and had 
a necrotic odor. Sensation and motion of the distal 
part of the limb were intact, but the limb as a whole 
was oedematous, though the fingers were not cold. 
In comparison with that on the left side, the radial 
pulse was barely perceptible. His general state 
was that of a profoundly infected anemic subject, 
temperature 102.8° F., features drawn and anxious. 

Four days later there was a secondary hemor- 
rhage. After freely opening up the aperture of 
entry, a pouch of imperfectly organized coagulated 


fibrin, the size of a large fowl egg, was found. 
This was emptied thoroughly by digital curettage. 
The distal end of the brachial artery was cut right 
through and bared for an inch and a half. More 
than an inch of this ragged end was resected and a 
No. 2 silk ligature applied to healthy tissue. The 
brachial vein was split on one side, and was tied 
between two ligatures. The central end of the 
artery was exposed below the origin of the external 
collateral branch and was tied with a No. 2 silk. 

On taking off the tourniquet, no oozing took place; 
the cavity was lightly packed with gauze, main- 
tained in place with a pad of cotton-wool, the hand 
reposing on an inclined cushion. 

After oscillating between 102.5° and 104° F, the 
temperature fell to 98.8° F. on the next day. The 
radial pulse could be felt, though feebler than on 
the other side. On the eighth day after operation 
he was able to get up, with his arm in a sling, and 
his ultimate recovery seemed certain, with integrity 
of function. 

An infected wound by firearms, threatened with 
secondary hemorrhage, calls for immediate preven- 
tive opening up. This is the only rational plan of 
treatment enabling us to afford security against 
hemorrhage with a maximum prospect of ultimate 
recovery. Epwarp L. CoRNELL. 


Brickner, W. M.: Prevalent Fallacies Concerning 
Subacromial Bursitis; Its Pathogenesis and 
Rational Operative Treatment. Am. J. M. Sc., 
1915, cxlix, 351. 

The author maintains that fallacies prevail 
largely in shoulder conditions, particularly in stiff 
and painful shoulder. 

Thickened bursa walls cast no shadows, but 
calcareous deposits in and about the bursze cause 
shadows. The calcareous deposits are beneath the 
subacromial burse and upon the supraspinatus 
tendon, occasionally near the insertion of the in- 
fraspinatus tendon. The deposit may be gritty 
and granular and the size of a small sesamoid bone, 
or of a fluid consistency which escapes upon incision 
through the bursa wall. The deposits occur singly 
and in multiple. Trauma in adults is the greatest 
etiological factor of these deposits, as shown by 
radiographs. In the cases of extratendinous depos- 
its tears in the capsule were shown, granulation tissue 
forming later. The deltoid always shows swelling 
and a definite point of tenderness on pressure just 
over or above the lesser tuberosity; abduction and 
internal rotation are limited. 

The history and careful comparative examination 
with a radiograph diagnosticates the condition. 
Acute conditions are relieved by early removal of 
the lime deposits, disturbing the sac as little as pos- 
sible. Removal of any portion of the sac is advised 
against. An incision 2 to 3 inches long extending 
from the outer border of the acromion downward 
and outward toward the outer condyle through the 
deltoid exposes the sac. This sac is opened, and with 
a dull curette any lime deposits present are removed, 





abaaee Glace vos wa 


_— 


~~ We eaew es YY 


ad 








GENERAL SURGERY — SURGERY OF THE EXTREMITIES 157 


any adhesive bands present being severed and re- 
moved; next an incision is made through the floor 
of the sac and the entire bursa explored. The in- 
cisions are closed with catgut. The bursal sac is 
anointed with sterile vaseline on its inner surface 
on the theory that adhesions are thus prevented to a 
certain extent. The arm is put up in a plaster 
spica in strong abduction. A cure is usually effected 
in ten to sixty days. Pain is relieved only by re- 
moval of the lime deposits. H. W. Matrsy. 


FRACTURES AND DISLOCATIONS 


McGuire, F. W.: The Treatment of Compound 
Fractures. Lancet-Clin., 1915, cxiii, 433. 


The paper is a résumé of the present-day treat- 
ment of compound fractures in their various aspects. 
The author groups his cases into direct, indirect, 
amputations, gunshot, and compound fractures into 
joints. 

The first principle in treating compound fractures 
is to convert them into simple fractures if possible. 
Control of hemorrhage is the only circumstance 
which warrants enlarging or entering these wounds 
directly with the fingers orinstruments. The wound 
and skin should be cleansed with a five per cent 
tincture of iodine and the blood-clot swabbed out 
with gauze saturated with the same solution. 
Plating or other bone operations are never done until 
the danger of infection has been eliminated and the 
wound perfectly healed. Rosert B. Cortetp. 


Marcy, W. H.: Some Medicolegal Features of 
Fractures. Am. J. Surg., 1915, xxix, 121. 


Marcy considers this subject from several points 
of view. 

1. As to the physician, the law holds that he must 
exercise reasonable care and skill in the treatment 
of fractures. A radiograph should be taken to 
clear up the diagnosis and as a record. The author 
warns, however, against the misleading impression 
an X-ray may give, as a perfect functional recovery 
may show the bones more or less out of alignment 
or in a comminuted fracture about a joint, while 
the X-ray plate may show perfect position, but there 
may be a stiff joint. 

2. Under the heading of susceptibility of the 
individual to fracture the author discusses the 
effect of age and various diseases, as syphilis, rickets, 
and others, as predisposing causes of fracture, and 
he emphasizes the care necessary on the part of the 
physician to keep these facts in mind. 

3. In regard to litigation, the question of deciding 
whether a person has ever suffered a fracture in 
old cases, and the possibility of the position in which 
an X-ray is taken giving a false impression of de- 
formity or injury, are discussed. Examples are 
given of possible false impressions given by X-ray of 
normal structures, special emphasis being laid on the 
spine, hip, and sacro-iliac joints. 

FRANK D. Dickson. 


Grabowski, A.: Experience with Nail Extension 
(Erfahrungen mit Nagelextension). Deutsche Ztschr. 
f. Chir., 1915, cxxxii, 529. 

Steinmann’s nail extension undoubtedly has some 
great advantages as compared with other methods 
of extension. As the force acts directly on the bone, 
much more powerful traction is exerted than with 
any other method; therefore the effect on the dis- 
location is unusually great. In extension with a 
plaster cast part of the traction is lost by friction 
on the soft parts. In nail extension less weight 
accomplishes the same purpose and the danger of 
overburdening the soft parts is avoided. Nail 
extension exercises continuous traction, which is 
important in overcoming the dislocation. The 
broken extremity is freely exposed; therefore it is 
much easier to watch it and institute motion and 
massage when necessary to prevent stiffness of 
joints and atrophy of soft parts from inaction. 
As the force acts on a circumscribed point, extension 
can be used in spite of injuries to the skin, such as 
wounds, eczema, and gangrene. In compound 
fractures especially it is possible to exercise traction 
without disturbing the wound. 

The method, however, has certain disadvantages, 
such as danger of infection and pain, injury of the 
bone, especially of the epiphysis, joint disturbances, 
and delayed consolidation on account of too strong 
traction. The chief danger is the possibility of 
infection. 

Steinmann himself reports very good results with 
nail extension, especially in old healed fractures with 
great shortening. He thinks the danger of infection 
is slight if careful asepsis is practiced. Anschiitz 
also had excellent results. He believes that in 
compound fractures with great dislocation the prog- 
nosis is better than with any other method. He 
does not use nail extension in recent simple fractures 
for fear of transforming a simple into a compound 
fracture. Waegner also advocates Steinmann’s 
method. He has used it in 26 cases with no in- 
fection. Heinemann had good anatomical and 
functional results in cases where the prognosis was 
very bad. He, too, thinks that because of the danger 
of infection the method should be used only when 
there are strict indications for it. Gerster values the 
method because of its simplicity, the constancy of 
the traction, and the possibility of beginning motion 
early. He thinks the danger of infection is slight. 
Bardenhauer and Graessner think that the method 
has all the dangers of an operation and should be 
used only when there are strict indications. 

K6rber, among 70 cases, had only 33 that re- 
covered uneventfully; in 19 there was slight in- 
flammatory reaction; in 12 suppuration in the nail 
wound, in 5 small abscesses and in one phlegmon; 
in one there was erysipelas, not originating in the 
nail wound. Schwarz examined the secretion 
bacteriologically in 6 cases and found staphylococci 
in 5 and streptococciin 1. He thinks it is not pos- 
sible to keep the bone and soft parts aseptic through- 
out the treatment. He had one case of death from 
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nail extension, the only fatal case that has been 
reported. Magnus, among 11 cases of nail exten- 
sion, had only 3 that were completely successful. 

Riedl reports 40 cases, with good results in all. 
He thinks that especially in old and compound 
fractures it is an almost indispensable method for 
obtaining functional cure. 

Grabowski reports 19 cases from the Bonn Sur- 
gical Clinic. In to of the cases the results were 
excellent, even brilliant, and these were particularly 
severe fractures. There was incomplete correction 
of the dislocation in 5 cases, delay in callous forma- 
tion in 3, pain in 2, infection in 8; one of these 
cases was a severe osteomyelitis; the others were 
only slight infections. In 3 of the cases the result 
was excellent in spite of the infection. The longer 
the nail is left in position the greater the danger of 
infection. The average time the nail was left in 
position was three to three and one-half weeks. 
Nail extension is more dangerous in youthful pa- 
tients, because of the danger of disease of the 
epiphysis. 

The author’s conclusions are as follows: 

Nail extension offers great advantages over other 
methods, especially in compound and old fractures. 
It cannot be regarded as the method of choice be- 
cause of the dangers attached to it; it should be 
regarded as a true operation and performed only 
when there are strict indications. It is reserved 
for cases where Bardenhauer’s method has either 
been unsuccessful or would evidently be so. It is 
indicated in cases of advanced consolidation with 
vicious position of the fragments; in compound 
fractures, with great dislocation of the ends of the 
fragments and extensive injuries of the soft parts, 
and in any severe fractures near the ankle-joint 
where there is not sufficient surface for satisfactory 
plaster extension. A. Goss. 


Lane, W. A.: Results of Some Fracture Operations. 
Am. J. Surg., 1915, Xxix, 73. 


The author reports the results of operations on 
nine cases of severe fracture or non-union of old 
fractures and shows the X-ray plates taken before 
and after operation. He says that failure in opera- 
tions of this kind is due to a want of observation 
of the simplest rules by which asepsis can always 
be ensured; it also results from a deficient knowl- 
edge of the simplest mechanical principles and a 
want of skill and ingenuity; also, because of the 
employment of excessive force, immensely power- 
ful traction on the fragments being a source of great 
danger. Skillful manipulation is easily the most 
effectual method by which accurate apposition can 
be ensured. Another source of failure is the use of 
ridiculously small plates. The largest and stoutest 
plates that circumstances permit should be em- 
ployed. Lioyp T. Brown. 


Young, J. K.: Fractures in the Neighborhood of 
Joints. Am. J. Surg. 1915, xxix, 115. 


Young considers these fractures under the follow- 
ing headings: (1) simple fractures; (2) compound 


fractures; (3) comminuted fractures; and (4) 
fractures complicated with dislocations. 

The importance of careful diagnosis confirmed 
by X-ray is emphasized in fractures about joints. 

In simple fractures Young advises placing the 
joint in that position which allows of keeping the 
fragments in the best apposition. If ankylosis is 
feared, the joint should be dressed in that position 
which will give the best possible service. Large 
loose fragments should be removed. In compound 
fractures, especially when comminuted, careful 
dressing and proper fixation often prevent disastrous 
results. Young prefers Packard or Esmarch’s 
bracketed wire splints for fixation in such cases. 

In compound fractures of the astragalus excision 
often gives gratifying results. In fractures com- 
plicated with dislocation the author advises re- 
duction under an anesthetic as promptly as possible 
and fixation of the fragments by plates, screws, 
etc. Great attention should be given to prevent- 
ing relaxation. Young believes that passive motion 
in joint fractures should not be used before three 
weeks, though change of position may be had from 
time to time. In operative procedures the strictest 
asepsis should be used, and if this is impossible no 
operation should be done. Frank D. Dickson. 


Breton, P. le: Arthritis of the Joints of the Hand 
Following Colles’ Fracture. Surg., Gynec. & 
Obst., 1915, XX, 450. 

The author calls attention to a condition, not 
described in the literature, which sometimes follows 
Colles’ fracture or other traumatic lesions of the 
upper extremity. From three to six weeks after 
the fracture, about the time for the removal of the 
splints, an inflammation of the joints of the hand 
and wrist sets in, accompanied by oedema, severe 
pain, and loss of motion. The inflammation in- 
creases gradually and comes to a climax in two to 


four weeks, then slowly subsides, leaving the hand . 


weak, painful, and stiff. Later there is a marked 
atrophy of the tissues and the patient is unable to 
flex the fingers to the palm. 

Of the 10 cases seen by the author, 4 recovered, 
2 are convalescing, 3 were permanently crippled, and 
1 died of cardiac complications. The patients were 
mostly females, over 40 years old, and most of them 
had some arteriosclerosis. The condition was not 
due to tight bandages, to improper reduction, or to 
ineffective treatment in any way. It seemed to be 
a traumatic arthritis of late development. The 
treatment advised was rest, baking, gentle massage, 
and passive motion. 


Moorhead, J. J.: The Abduction Treatment of 
Fracture of the Clavicle. Am. J. Surg., 1915, 
XxIx, 120. 


The vast majority of fractures of the clavicle make 
an excellent functional but a very poor anatomical 
recovery. Thisis due, first, to the resulting deform- 
ity, falling downward, inward, and forward of the 
outer fragment; second, to the inability to firmly 
hold the parts in place during the process of repair. 
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Moorhead accidentally discovered in treating a 
fracture of the humerus in right-angle abduction that 
a fracture of the clavicle had healed in almost per- 
fect alignment. He now uses the abduction treat- 
ment in all cases where a minimum of deformity is 
desired. To apply the dressing the patient is seated 
and with the elbows flexed at right angles the arms 
are raised to the right angle position and as much 
beyond as is necessary to overcome the overlapping. 
In this position a plaster cast is applied to the 
affected shoulder only and left on three weeks; 
after its removal a sling is used for a week, after 
which no further support is necessary. The plaster 
over the fracture may be cut away to allow inspec- 
tion if desired. Frank D. Dickson. 


Estes, W. L.: Fractures of the Femur. Am. J. 
Surg., 1915, XXix, 103. 

The author believes that a fracture of any part 
of the femur, except its neck, which cannot be 
reduced under anesthesia and retained in position 
by some proper apparatus by the middle of the 
second week, should have the benefit of an open 
operation unless there is a contra-indication in the 
condition of the patient or some strong social or 
medicolegal consideration against it. 

The treatment of fractures of the neck, upper, 
middle, and lower third of the femur are considered 
and discussed in detail. ArtuuR J. Davipson. 


Pirrung, J. E.: Fractures About the Ankle. Am. 
J. Surg., 1915, XxXix, 110. 

Pirrung advises careful investigation with the 
aid of the X-ray in all cases of ankle fracture. All 
cases should be examined and reduced under an 
anesthetic. There is no routine appliance or splint 
recommended, nor is there a method of operation 
advocated to the exclusion of all others. What 
is absolutely required is that a careful study of 
each case be made under the guidance of the X-ray, 
and that reduction be made under anesthesia. 
When this is done, the operator must decide for 
himself whether by an open operation or by manipu- 
lation he can best reduce and retain the parts in 
their former relations. ARTHUR J. Davipson. 


Fee, F.: Old Dislocation of the Head of the Radius 
with Fracture of the Ulna Corrected by Lane 
Bone-Plate. Lancet-Clin., 1915, cxiii, 435. 


Fee calls attention to the difficulty of correct 
diagnosis in fractures and dislocations in the region 
of the elbow-joint and reports an interesting case. 
He first saw the case six months after the accident 
and found that the injuries consisted of a simple 
fracture of the right humerus at the junction of the 
upper and middle third, compound fracture of the 
inner condyle, simple fracture of the middle third 
of the radius with dislocation of its upper end back- 
ward, compound fracture of the right ulna at the 
junction of the upper with the middle third. 

Operation, which included plating of the ulna, 
gave a good functional result. Ropert B, CoFrep. 


Metcalf, C. R.: Separation of the Epiphysis of the 
Small Trochanter of the Femur; Two New In- 
stances of a Rare Lesion. J. Am. M. Ass., 1915, 
Ixiv, 1234. 

The author tabulates the reports in the literature 
and describes two new instances of this rare lesion. 
The separation or fracture may occur as the result 
of direct or indirect injury, but ordinarily it is due 
to the unexpected and violent contraction of the 
iliopsoas muscle. 

Lacking radiographic assistance, the positive 
diagnostic evidence in this lesion is: localized pain 
and tenderness; inability to flex the thigh or, if it 
be present, Ludloff’s sign; localized swelling or 
ecchymosis in the upper part of Scarpa’s triangle. 

The treatment consists of immobilization with 
the thigh flexed. Rosert B. Corte.p. 


Ridlon, J.: Spontaneous Dislocation of the Hip. 
Am. J. Orth. Surg., 1915, xii, 673. 


The object of Ridlon’s paper is to advocate the 
use of the term ‘‘spontaneous dislocation” for that 
of “congenital dislocation,” which has been in 
general use up to this time, and a study of defective 
hips seems to warrant this change. 

A congenital deformity is a “deformity produced 
or existing at birth.” In these cases one might 
properly speak of congenitally defective acetabuli, 
for such is the fact in these cases, but as to the dis- 
location it may be quite different. ‘The author says 
that it is quite likely that in some cases the head 
slips from the socket before birth, and that in some 
it is displaced at birth; but we know for a fact that 
all of these cases are born with defective sockets and 
loose capsules. We do not know just when most 
of them become displaced, but we do know that 
some of these cases do not become displaced until 
the child has walked for some time, that others re- 
main in place until weight is carried with the limb 
adducted or hyperextended, and that still other de- 
fective hips are dislocated only when subjected to a 
considerable traumatism, and still others are never 
dislocated at all. 

The author shows X-ray pictures of cases illustrat- 
ing the above facts and concludes by saying that 
hips vary in all degrees, from those that were never 
in to those that cannot be dislocated without frac- 
turing the acetabulum. Lioyp T. Brown. 


SURGERY OF THE BONES, JOINTS, ETC. 


Bartow, B.: The Further Application of the Intra- 
Articular Silk Ligament in the Flail-Joints of 
Poliomyelitis Paralysis. Tr. Am. Orth. Ass., 
Detroit, 1915, May. 

The author describes a method of limiting the 
motion in a flail-hip by means of heavy silk strands 
inserted through the acetabulum and the head of the 
femur. The No. 8 silk is drawn through a drill 
hole which passes through the lip of the acetabulum 
and the head of the femur and is tied over the capsule 
which is not incised. Motion in the hip is at once 
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restricted by the silk. The leg is immobilized in 
plaster for three months after which the patient is 
allowed to walk with crutches. 

In children the cartilaginous structure of the 
parts impairs the result, but in one case, aged 7, 
there was limitation of motion after six months. 

In genu recurvatum a No. rosilk ligature is passed 
through the femur at the level of the condyles 
backward and downward and fastened into the 
tibia holding the leg in slight flexion. This position 
is maintained by plaster for three or four months. 

For outward rotation of the thigh several strands 
of No. 4 silk are passed from the anterior superior 
spine of the ilium and fastened to the greater tro- 
chanter under the tensor femoris muscle with small 
intervening spaces. ‘The silk strands thus resemble 
the ribs of an open fan, and serve to hold the leg in 
inward rotation. W. A. CLARK. 


Robertson, G.: The Result of Surgical Treatment 
of a Long-Standing Case of Congenital Equi- 
novarus. Brit. J. Surg., 1915, ii, 678. 

The author pleads for operative interference in 
old neglected club-foot in adults. The particular 
operation cited was in a woman, 43 years of age, who 
had been compelled to give up her work on account 
of increased pain on walking. His incision began 
over the middle of the anterior aspect of the ankle- 
joint, passed downward and inward to a point a 
little in front of the tubercle of the scaphoid, then 
forward and slightly outward to the head of the 
first metatarsal bone, then across the dorsum of the 
foot to the head of the fifth metatarsal and finally 
backward to the cuboid on the external aspect of 
the foot. The skin-flap was reflected well backward. 
A bony wedge consisting of the head of the astragalus 
and the greater process of the os calcis was removed. 
The tendons of the tibialis anticus and of the ex- 
tensor of the great toe were next divided close to 
their insertions and were then sutured respectively 
to the tendon of the peroneus tertius at its insertion 
and to the fifth metatarsal bone just posterior to 
the head. A good result was obtained and good 
function in six weeks. Three weeks later he decided 
to treat the other foot in a similar fashion, but sepsis 
resulted and complete removal of the astragalus 
was necessary, resulting in a weak ankle. Arthrode- 
sis was later performed with such good function to 
the patient, associated as it was with a movable 
ankle on the other foot, that the author feels that 
an arthrodesed ankle on one side should be the 
operation of choice in these neglected cases of equino- 
varus. M. S. HENDERSON. 


Allen, H. R.: External Bone-Plating. Lancet-Clin., 
IQI5, Cxiii,430. 


The author expresses his views as to the ad- 
vantages of the external over the internal bone- 
plates and describes his method of applying external 
plating in fracture cases. 

Bone pins are used which are capable of drilling 
their own holes through the bone and are provided 


with handles which are a part of the drills themselves 
and which become the external plate. The handle 
of the pin is made of a low melting alloy which melts 
at 160°F., and when cool is sufficiently strong for all 
purposes. The author emphasizes the importance 
of so placing the pins that no two lie in the same 
plane. His results have been uniformly satis- 
factory. Rosert B. Corie. 


Albee, F. H.: The Fundamental Principles Involved 
in the Use of the Bone-Graft in Surgery. Am. 
J. M. Sc., 1915, cxlix, 313. 

Duration of cellular life depends upon means of 
preservation of detached parts. Most favorable 
tissues for grafting are simple connective tissues, 
the autogenous grafts being most trustworthy. 
Bone-grafts with primary union and _ properly 
contacted in absence of infection are always success- 
ful as to viability and osteogenesis. Clinical suc- 
cess depends upon closely fitting and generously 
contacting all corresponding histological layers, 
minimizing trauma from tools and frictional heat, 
preserving graft and graft-bed from drying and 
possible infection, securing sufficient hamostasis 
in the graft-bed, employing healthy vascular bone, 
and using the inlay principle. 

The principle of Wolff’s law causes the prolifera- 
tion of the graft and the restoration of the resected 
bone, so that it is advisable to allow the graft to 
functionate early; this hastens the union of the 
bones, stimulating both the graft and the graft 
contact. The solid bony union in four weeks favors 
the graft in place of the metal internal splints. 
Dowel, inlay, or wedge bone-graft may be used. 
Preservation of graft is best accomplished by tem- 
porary immersion in normal salt, but vaseline and 
cold storage at 4° or 5° is better if any time has to 
elapse. Indications for bone-graft are numerous: 
to immobilize in tuberculosis; to repair fractured, 
infected, weakened, congenitally absent or de- 
fective tumorous, and deformed bones; to establish 
or fix joints; to close nerve foramina; and to repair 
defects in general. Rosert G. PAcKArD. 


ORTHOPEDICS IN GENERAL 


Wilson, H. A.: The Status of the General Prac- 
titioner in the Prevention and Correction of 
Deformities. Therap. Gaz., 1915, xxxix, 162. 


In a well-written article the author considers many 
problems of interest as regards the coédperation of 
the specialist and the general practitioner. He has 
great faith in the general medical man who is away 
from centers of medical education, and has, in 
many instances, no advice and counsel upon de- 
formities which he is required to treat. Many 
times he does treat them, not upon his own election, 
but because it is his only resort, and in that case 
he is only expected to give such skill as physicians 
in his own locality possess, and he believes great 
credit is due to those who do the best they can 
under difficult conditions. 
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In city life he finds three classes of practitioners: 

1. The self-contained physician, who elects to 
be the medicine autocrat. 

2. The distributor to the specialist. 

3. The codperator. 

The self-contained physician does not avail him- 
self of his many advantages, does not make careful 
diagnoses and has many failures, and it is this type 
of physician that makes specialization necessary. 

The distributing practitioner is usually skillful 
in diagnosis, but has not confidence in his own 
therapeutic results, and so sends his patient to the 
specialist for treatment of some specific lesion. 

The codperating general practitioner is the best 
type of all. He studies his case carefully and co- 
operates with the specialist as to the treatment. 

The author believes the family physician is the 
one to guide the patient, and believes that the 
specialist should not be the last resort, but should 
be called early, and with codperation with the family 
vhysician the patient will receive the best possible 
result. C. C. CHATTERTON. 


Young, J. K.: A Case of Arrested Development of 
the Carsus and Tarsus. Jr. Am. Orth. Ass., 
Detroit, 1915, May. 


Young reported a unique case of deformity from 
the arrest of development of the carpus and tarsus. 
The child, a girl of 10, was normal at birth, but 
developed club-hand and club-foot from the first 
to the fourth year, during which time the centers of 
ossification, usually low down in the carpal and tarsal 
bones, were not deposited. ‘The centers formed be- 
fore and after this period are apparently normal. 
The arrest was probably due to some acute infection, 
general in character, but its exact nature is unknown. 


Lovett, R. W.: The Superstition of Flat-Foot; the 
High Versus the Low Arch as a Cause of Pain- 
ful Symptoms in the Foot. J. Am. M. Ass., 
1915, Ixiv, 1208. 

The author believes that boots are a predisposing 
cause of foot strain, not only by cramping the foot, 
but especially by failure to supply adequate support 


SURGERY OF THE 


Claude, H., Vigoroux, A., and Dumas, R.: Ana- 
tomical and Clinical Study of One Hundred 
Cases of Traumatic Lesions of the Nerves of 
the Limbs (Etude anatomique, clinique et thera- 
peutique de cent cas de lésions traumatiques des 
nerfs des membres). Presse méd., 1915, xxiii, 65. 


In the preparation of this report a neurologist, 
histologist, electrologist, and surgeon collaborated. 
They have treated more than 400 injuries of the 
nerves, and of this number have been able to follow 
up 42 cases of operation for injuries of the peripheral 
nerves for intervals varying from three to five 
months after operation. When there was merely 
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to the sole of the foot; thus high arches are quite as 
liable to foot strain as low arches, if not more so. 
When foot strain occurs, it is desirable to rest the 
tired structures by support. Exercises in acute cases 
and the use of a flexible shoe generally do harm 
rather than good. He also believes that painful 
feet are more often helped by raising the heels 
than by lowering them. Artuur J. Davipson. 


Owen, W. B.: Weak Foot, with Especial Reference 
to Treatment. Lancel-Clin., 1915, cxiii, 388. 


Weak foot is more prevalent today than it was 
several years ago because of “ultra-civilization.” 
In certain races, for example the Indian, the feet 
appear flat yet they are not weak. This is due to 
their muscular development which is not impeded 
by footgear of the so-called civilized type. Prom- 
inent symptoms of the condition are pain, subsiding 
under rest, and limitation of motion, especially 
adduction. The pathology consists in relaxation of 
the plantar tissues, shortening of the tendo achillis, 
and in long standing cases changes in the articular 
facets, the unused portions becoming denuded of 
cartilege and new facets forming for the changed 
position of the bones. 

The treatment varies with the type of deformity. 
A painful rigid abducted foot must be stretched forc- 
ibly into adduction under anesthetic and held in 
plaster for two weeks. A whitman made over a 
model of the foot in normal attitude must then be 
worn for at least a year. A brace should not be con- 
sidered as a corrective appliance, but only as a 
means of holding the foot after correction is effected. 
Shoes should be made to allow the foot to acquire a 
normal attitude and to restore proper body balance 
by throwing the weight to the outer border of the 
foot. Exercise of the feet is imperative in every 
case of weak foot regardless of degree. A weak 
foot which is not rigid can be cured by being strapped 
in adduction every five days, by the wearing of 
proper shoes, and by exercise. The weakened trans- 
verse arch known as Morton’s toe may be relieved 
by a high arch and low heel; extreme cases require 
forcible flexion under anesthetic. |W. A. CLark. 


NERVOUS SYSTEM 


pain in the nerve, they injected into the nerve it- 
self 2 or 3 ccm. of some weak anesthetic or merely 
air. This distends and stretches the nerve and 
generally answers every purpose. If by the third 
month a paralyzed limb had regained some motor 
function they did not operate unless there were 
special circumstances calling for operation. 

When an operation is considered necessary and 
the nerve is exposed, it sometimes seems entirely 
normal and can often be roused to normal function- 
ing by injecting into the nerve-trunk 1 to 2 ccm. of a 
I per cent solution of methylene blue or by the 
injection of air. The latter is useful also as a pre- 








eer! 





162 INTERNATIONAL ABSTRACT OF SURGERY 


liminary to operation on the nerve. Before at- 
tempting to operate they snip a minute particle 
from the nerve and examine it microscopically and 
also examine the nerve for the reaction of degenera- 
tion. They release the nerve from anything binding 
it down, but do not resect. Success was attained 
only in paralyzed arms; they have never had any 
success with the sciatic. A. Goss. 


Neuhof, H.: Sequelz of Minor Injuries Incom- 
pletely Severing Nerves of the Hand; Their 
Surgical Treatment. Am. J. Surg., 1915, xxix, 
143. 

Neuhof has devoted considerable attention to the 
sequel of minor hand injuries in which the patient 
develops pain and skin tenderness, usually some time 
after the injury, and rarely directly after the trauma. 


A diagnosis of hysteria has been made in these 
cases because this fact has not been recognized. 
These symptoms do not need to arise from major 
injuries but may follow traumata so insignificant 
that the patient recalls it with difficulty, or may 
result from scars or callous formation. 

The author has had very good results in operating 
upon these cases by excising the scar tissue and in 
this way freeing the nerve. Occasionally excision 
of the involved portion of the nerve is necessary, 
with approximation of the ends. In one case in 
which there was an oedematous condition of the 
nerve the sheath was simply incised, which resulted 
in a diminution of its size. Usually after any work 
on these nerves they were covered with subcuta- 
neous fat before the wound was sutured. These 
operations are simple. HeEnry J. VAN DEN BERG. 


SURGERY OF THE SKIN, FASCIA, AND APPENDAGES 


Hazen, H. H.: Prickle-Cell and Basal-Cell Skin 
Cancers. J. Am. M. Ass., 1915, Ixiv, 958. 

The main points of difference in the pathology 
and clinical history of the two types of skin cancer 
are presented as follows: 

Precancerous lesions giving rise to the basal-cell 
form are: seborrhoeic keratosis, sebaceous cysts, 
subepidermal nodules, various keratoses, and differ- 
ent overgrowths of connective tissue and epithelium. 
Those preceding the prickle-cell form are: X-ray 
keratoses, scars of granulating wounds, leg ulcers, 
wens, and other chronic dermatoses. Peterson be- 
lieves the basal-cell type has a multicentric origin 
and the prickle-cell type a single point of origin. 

Basal-cell growths are formed most frequently on 
the face near the eyelids, neck, and scalp; rarely on 
the mucous membranes and limbs. On the other 
hand, prickle-cell growths are most common on the 
mucous membranes and the extremities. 

Both types start as cutaneous nodules, breaking 
down early into ulcers. The prickle-cell type grows 
more rapidly and is indurated deeper, while the sur- 
face is verrucose. In the basal-cell type the surface 
is smooth, the edges are rolled, and frequently pearly 
nodules and areas of spontaneously healed skin are 
found. Both types invade bone and periosteum. 

Basal-cell cancers, per sc, never metastasize, but 


they may change to prickle-cell cancers, which nearly 
always have metastases in the regional lymphatics. 

On gross section a prickle-cell cancer shows: 
(1) a rough surface, (2) deep infiltration, and (3) 
white radiating threadlike alveoli. In the basal- 
cell type the obverse is found. On microscopic 
section, in the prickle-cell type the alveoli are large 
with a tendency to whorl formation, resulting in 
epithelial pearls. In the basal-cell section the 
alveoli are small with no whorls present. 

Early differentiation is impossible except by loca- 
tion. Tumors of the upper trunk are usually of the 
basal-cell type, while those of the lower part are of 
the prickle-cell type. 

Difference in growth, surface appearance, and 
depth of induration, together with the appearance 
of small pearly nodules and spontaneous healed 


areas, will serve to diagnosticate the type of tumor.. 


Basal-cell tumors last for years and kill only when 
they erode a large vessel or enter the meninges. 
Prickle-cell tumors kill directly through their 
metastases. The author recommends and insists on 
total wide excision, first, last, and all the time, X- 
rays and radium being reserved for the inoperable 
case. In prickle-cell carcinomata the ideal opera- 
tion is a “‘block”’ one; otherwise the glands are re- 
moved separately. Puitires M. CHAsE. 


MISCELLANEOUS 


CLINICAL ENTITIES — TUMORS, ULCERS, 
ABSCESSES, ETC. 
Phillips, J.: The Presence of Continued High 


Temperature in Malignant Tumors. Am.J.M. 
Sc., 1915, cxlix, 193. 


Phillips thinks that not enough importance has 
been attached to the symptom of continued high 


fever in malignant tumors; that the high elevations 
of fever do occur in a considerable number of cases 
has been noted and reported by various authors. 
He reports a typical example of continued high 
temperature in adenocarcinoma of the kidney, with 
a review of the literature. 

Wunderlich in 1870 stated that temperature 
elevations in cancer were comparatively rare, al- 
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though they sometimes did exist. He pointed out 
that intermittent fever was occasionally noticed in 
the early stages of cancer, and that its presence 
suggested a rapidly fatal course. Kuhn in 1875 
reported a case of primary carcinoma of the kidney, 
accompanied by fever, in a child; but unfortunately 
these febrile periods were associated with hematuria, 
gastric disturbances, and softening of the tumor, 
which might easily have accounted for the elevations 
of temperature. 

Brinton is quoted as having stated that fever is 
not rare as a symptom of malignant disease, where- 
as Riegel attributes the fever to the complications 
that occur during the course of the cancer. Addi- 
tional reports of the association of fever with malig- 
nancy have been made by Liechenstern, Osler, 
Ralleston, Russel, Finlayson, Hampil, Hawthorne, 
Freudweiler, and others. 

Freudweiler has made the most complete study, 
and after reviewing the literature he was able to 
systematically study 475 cases. According to the 
temperature he made the following classification: 
(1) febris continua; (2) febris intermittens et 
remittens; (3) malaria paroxysms; (4) isolated or 
short periods of elevation, of not less than three 
days’ duration. 

Of these 475 cases reported by him, 189, or 39.8 
per cent had fever. As to the cause of the fever 
Phillips claims that with our present knowledge of 
bacteriology, infection can be excluded in a large 
per cent of these cases. It is not necessary to have 
ulceration, and infection may exist without tissue 
changes. He thinks that in many of these cases 
the condition is analogous to the fever we so often 
see in Hodgkin’s disease. Hampil thinks the fever 
due to two causes: from the growth itself, and from 
the growth plus malaria. Phillips thinks, although 
no such substances have been isolated, nor has their 
presence been demonstrated, that because of the 
constant degeneration of tumor tissue, products of 
autolysis are formed which enter the circulation in 
small quantities, producing systemic disturbances, 
as fever. 

The case he reports was in a male, aged 44, ad- 
mitted to the Lakeside Hospital, April 19, 1911. 
One sister had died of cancer; otherwise the family 
history was unimportant. He complained of pain 
in the left side of the abdomen during the preceding 
four months. These attacks of pain were paroxys- 
mal, and were sharp in character and would quickly 
disappear. ‘Two days before admittance he noticed 
a prominent mass in his left side, just below the 
ribs. There was no cachexia, no loss of weight, but 
there was a large bulging in the upper part of the 
left side of the abdomen, which was elastic, freely 
movable, and descending on respiration. This mass 
extended anteriorly to almost the median line and 
posteriorly well toward the flank. 

Ureteral catheterization revealed nothing ab- 
normal. A carbohydrate test meal, amount ob- 
tained after one hour, was 180 ccm., Hcl free 30, 
total acidity 50, no lactic acid, and the benzedine 


test negative. Nothing was obtained from the 
blood picture, and repeated examinations revealed 
no malaria. 

The patient was operated upon by Crile, May 5s. 
An incision was made on the outer border of the 
left rectus, and a large cyst was brought into view 
and aspirated, 6 liters of a thin dark liquid being 
removed. The exact origin of the cyst could not 
be determined, so its walls were sutured to the 
peritoneum and fascia and drained. A microscop- 
ical examination of sections obtained from the cyst 
walls showed no malignancy. No pancreatic fer- 
ments were found in the fluid aspirated. The re- 
covery from this operation was uneventful, and the 
patient remained in good health for the following 18 
months. Because of pain, loss of weight, and the 
size of the mass, he was again operated on by Crile in 
November, 1912. At this operation only a portion 
of the old scar was removed; nothing else was 
attempted, as the condition was thought inoperable. 
He was removed home in four weeks, and up to 
that time his temperature had not been above 
99.5°. But beginning the last day of December 
he began to have chilly sensations, followed by a 
rise in temperature, and this condition continued 
until his death, May 18, 1913. During the first 
month the maximum temperature was 101°, the 
second month 102°, and the third and fourth month 
103 to 103.6°. 

From the physical examination no cause could 
be given for the temperature; at no time was there 
more than a moderate leukocytosis, and the blood 
cultures and malarial examination were negative. 
The findings at autopsy are reported in full. The 
anatomical diagnosis was papillary adenocystoma 
and adenocarcinoma of the left kidney and secondary 
adenocarcinoma of the liver. 

The original tumor was undoubtedly a cyst of the 
kidney, and at that time was very probably benign, 
and later developed into a papillomatous cystadeno- 
ma, a tumor with the potentialities of invasion and 
malignancy. ‘This in turn was transformed into a 
typical adenocarcinoma, and with this transforma- 
tion the tumor became definitely malignant and 
spread by direct invasion to the surrounding tis- 
sues, having the properties of metastases. 

L. B. CRawrorp. 


Weil, R.: Chemotherapy and Tumors. J. Am. M. 
Ass., 1915, lxiv, 1283. 

Weil gives a critical review of the application of 
chemotheraphy in the treatment of malignant tu- 
mors. This treatment is based on experimental 
work on mice, first done by Wassermann and his co- 
workers in 1911, on the principle that treatment of 
cancer could be effective only by instituting con- 
stitutional treatment. Most insistent claims have 
been made in connection with the colloidal solutions 
of certain metalloids and metals, notably selenium, 
vanadium, and copper. It was found that the 
tumor failed to be influenced unless the dose given 
fell very little short of the fatal amount. Certain 
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experimenters have noted that smaller doses actually 
stimulated the growth of the tumor. Moreover a 
cure was accomplished in only 3 to 8 per cent of the 
animals in all the cases reported. This is a point of 
great importance, inasmuch as it furnishes an in- 
dication of its highly dangerous character from the 
standpoint of treatment. For obvious reasons 
transplanted tumors are at a certain disadvantage as 
compared with normal tissues of the body, their 
blood supply is impoverished and imperfect, and 
they have a natural tendency to undergo necrosis 
and in many cases spontaneous retrogression. 

In carrying out this treatment in human beings 
marked improvements have been reported; there 
has been reduction in the size of the tumor, but not 
asingle authentic cure. Henry J. VAN DEN BERG. 


Gaylord, H. R.: Etiology of Cancer in the Light of 
Recent Cancer Research. J. Am. M. Ass., 1915, 
Ixiv, 968. 


The author endeavors to appraise the value of 
certain new discoveries in cancer research, chiefly 
in the light of experiments on animals. 

The first to be discussed is the parasitic theory, 
which is considered justifiable on account of the 
discovery by Rous of filterable viruses causing dif- 
ferent types of sarcoma in chickens. Versé states 
that the agent which endows the normal cell with 
malignant characteristics is usually a biochemical 
agent acting from without the cell. 

All the predisposing lesions of cancer may be 
grouped under the head of chronic irritations. Von 
Brun demonstrated this in all but 48 out of 368 
cases of superficial skin cancer. Maud Slye has 
also shown that there is an inherited predisposition 
to development of cancer in mice. This could 
very well account for the vagaries of cancer in 
human beings. 

Through the thorough work of Rous in demonstrat- 
ing the specificity of the filterable viruses in chicken 
sarcoma by causing only one form of growth, the 
theory must be accepted that there is a specific 
form of virus for every form of malignancy, and it 
is on this basis that future classifications of cancer 
will be made. 

The existence of an immunity to transplanted 
cancer was shown by Clowes, Baeslack, and the 
author through the fact that mice recovering from 
cancer could not be reinoculated with the same 
tumor for some time thereafter; also that the blood 
of these mice would destroy the viability of cancer- 
cells. Crile and Beebe showed in dogs that the 
blood of a recovered case would cause a regression 
in an active case. Basliford agrees with this 
proposition. It has been found by numerous ob- 
servers that this immunity does not begin until 
some time after birth. The question of whether 
the immunity against cancer is a tissue immunity 
or an immunity against an agent is further dis- 
cussed, and two cases of human sarcoma are cited 
by the author in which the process was very favor- 
ably influenced by the injection of dried powdered 


rat sarcoma. This is supported by KGnigsfeld, 
who obtained similar results in mice, and concludes 
that the protection thus obtained is specific and 
due to the development of genuine antibodies. 

It was further observed by Bridré, Woglom, and 
Braunstein that the spleen and lymphatic. system 
are the immunizing agents in practically all cases. 
Mice, otherwise resistant, after splenectomy, are 
very susceptible to cancer inoculations. Thus, 
any agent that injures the lymphatic system would 
tend to produce exacerbations in the growth. It 
has further been shown by various observers that 
the blood-cells are capable of absorbing a certain 
amount of radio-activity from the X-rays and 
radium. This would tend to a destruction of the 
lymphatic system, and thus may be explained those 
cases in which, after X-ray or radium treatment, 
there is a marked stimulation of growth and rapid 
fatal termination. 

It has also been noted by the author that pro- 
longed anesthesia by ether or chloroform expedites 
the growth of implanted cancer in mice. This 
may have a bearing on those cases in humans that 
are promptly made worse by surgical interference. 

The author next discusses the mechanism of 
metastases formation. It is known that cancer- 
cells, early in the disease, are found in the blood 
stream but do not form metastases. This is due to 
an immunity exerting itself through the blood, and 
when later in the disease this immunity fails, it is 
then that metastases form. This is true in the 
human, and is borne out in animals by the fact 
that in the case of mice a second inoculation 
very frequently fails to grow. ‘There is probably a 
tissue immunity against the cancer-cell, and the 
theory is that the body can develop a tissue im- 
munity as well as a specific immunity. 

In closing, the author considers the question of 
inclusions in cancer. He asserts that they may be 
considered as similar to the inclusions in smallpox, 
trachoma, hydrophobia, etc., and that the whole 
lot will come under the head of filterable viruses. 
Marchand and Noguchi believe likewise, the latter 
having but recently cultivated the virus of hydro- 
phobia. Puiturrs M. CHAse. 


Chiari, O.: Prognosis and Treatment of Tetanus 
(Beitrag zur Prognose und Therapie des Wund- 
starrkrampfes). Wien. klin. Wchnschr., 1915, xxviii, 
61. 


The author reports a series of 10 cases of tetanus, 
4 of which were severe, 3 moderately severe, and 
the remainder mild. The incubation periods in the 
4 severe Cases were 15, 12, 8, and 8 days, and in the 
moderately severe 7, 20, and 18 days, respectively. 
In the majority of the cases the patients had fully 
developed tetanus symptoms before entering the 
clinic. The treatment in all cases was the same. 
Locally nothing definite was done except to dress 
the wound. The actual treatment consisted in 
placing the patients in a darkened room kept ab- 
solutely quiet and in administering tetanus an- 
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titoxin intraspinally. After withdrawing a quantity 
of liquor sufficient to correspond with the quantity 
of serum to be injected, 60 to 100 antitoxin units 
were given intraspinally and repeated every other 
day. On the other days the same quantity was 
administered subcutaneously. In exceptional cases 
200 to 400 units were given intraspinally and the 
same quantity subcutaneously; in addition 4 to 6 
gm. chloral hydrate was given per rectum daily and 
occasionally small doses of morphine. 

With this treatment 9 of the 1o cases were cured, 
with a mortality of 10 per cent. Good results with 
serum therapy, especially in large doses and given 
intraspinally, have been lately reported by Kreuter, 
Hochhaus, and others. Time alone will prove 
whether the spinal method of administering large 
doses of antitoxin will not receive the general rec- 
ognition which has been denied it as the result of 
numerous ill-fated experiences. L. A. JUHNKE. 


Howitt, H. O., and Jones, D. H.: Subcutaneous 
Injection of Oxygen as a Treatment for Tet- 
anus. Canad. Pract. & Rev., 1915, xl, 165. 


The authors experimented on guinea pigs, the 
results obtained being as follows: 

Tetanic symptoms were first observed after 44 
hours; convulsions and death after 84 hours. 

In one pair, where one-half drop of an 8-day cul- 
ture was used for inoculation, tetanus developed and 
terminated fatally in the case of the control, but had 
not developed where oxygen was injected eighteen 
days later. In a second pair, where the amount 
inoculated was double that used in the first pair, 
tetanus developed with fatal termination in both 
cases, but the appearance of tetanic symptoms and 
subsequent death were considerably deferred by 
the one injection of oxygen. 

To inoculate, a puncture was made through the 
skin with a sterile sharp instrument, then a platinum 
needle was drawn through the surface growth of 
the culture and inserted into the wound. 

In a second series, practically the same results 
were obtained. Epwarp L. CorNELt. 


Secord, E. R.: The Treatment of Acute Surgical 
Infections. N.Y. M.J., 1915, ci, 841. 


Nine cases are reported, including cellulitis of 
the arm, gangrenous appendix, crushed hand with 
infection, streptococcic gangrenous finger, puerperal 
sepsis, and virulent orchitis. 

In all but two cases the following technique was 
used: The first dose of mixed infection vaccine in 
adults was 2 ccm. and was invariably given by deep 
intramuscular injection, either in the gluteal region 
or in the muscles of the loin. This was followed in 
24 hours by an intravenous injection of 0.5 ccm. 
The second and third injections were only given 
in 24-hour periods intravenously, increasing the 
dose by 0.5 ccm. each time. If improvement was 
not as rapid as desired, the fourth intravenous dose 
was given on the succeeding day, otherwise it was 
occasionally left until the fifth or sixth day. 


Where the technique was followed, there was 
usually very little, if any, reaction from the first 
or subcutaneous dose. After the intravenous dose, 
a distinct chill was usually observed in about 20 
minutes or an hour, the temperature elevated one 
or two degrees above what it had been, there was 
some nausea and frequently headache. These un- 
pleasant symptoms usually passed off completely 
in an hour or so and the next morning the tem- 
perature was generally decidedly lower than it was 
before the injection was given. 

The intravenous injection should never be used 
except after a preliminary subcutaneous injection; 
the vaccine should always be diluted with saline, and 
the fluid should always be injected very slowly. 

The author is of the opinion that the stock pre- 
parations of mixed infection vaccine are powerful 
remedies for stimulating the power of resistance of 
patients who are seriously ill from that group of 
conditions which, for lack of a better name, we may 
call the surgical infections. 

The use of the remedy should not be delayed until 
the patient is moribund. Epwarp L. CorNeELL. 


SERA, VACCINES, AND FERMENTS 


Bronfenbrenner, J.: The Mechanism of the Abder- 
halden Reaction; Studies on Immunity. 
J. Exp. Med., 1915, xxi, 221. 


The specificity of the Abderhalden test has been 
established by a large number of investigators who, 
in compliance with Abderhalden’s request, worked 
at the test until they succeeded in obtaining the 
desired results. On the other hand, many other 
investigators have, on the basis of their experiments, 
questioned the specificity of the test. From the 
beginning Abderhalden and his pupils claimed that 
faults of technique were responsible for the failure 
to obtain satisfactory results, but the work of many 
investigators has shown that the reaction is no more 
difficult to handle than other serological tests, and 
that, therefore, the explanation of the differences of 
the results must be looked for in other directions. 

Before entering upon the specific problem under 
investigation the author repeated some of the fun- 
damental experiments. First, he attempted to 
establish by experiment the specificity of the Abder- 
halden test in general. For this purpose two sets 
of experiments were undertaken, one with human 
sera, mainly from cases of pregnancy, in which the 
specific ferments of Abderhalden were supplied by 
patients’ sera; the other with animal sera, in which 
the specific ferments were produced experimentally 
previous to the actual test. His results with the 
Abderhalden test were strictly specific, like those 
reported by many other workers. He adhered 
closely in all details to the technique described by 
Abderhalden, with a few modifications suggested in 
the current literature of the subject, which he 
adopted after many preliminary experiments. 

The results of his work may best be summarized 
as follows: 
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1. The Abderhalden reaction is specific. 

2. The properties of serum on which it depends 
develop in experimental animals simultaneously with 
antibodies during the process of immunization. 

3. It is impossible to observe by direct methods 
the presence of digesting ferments in the blood of 
immune animals. 

4. The Abderhalden test may be resolved into 
two phases. A dialyzable substance appears in 
the second phase and is the result of the autodiges- 
tion of serum. 

5. The autodigestion of serum in the Abder- 
halden test is due to the removal of antitrypsin 
from the serum by the sensitized substratum. 

GrorGE FE. BEILBy. 


Jobling, J. W., Eggstein, A. A., and Petersen, W.: 
Serum Proteases and the Mechanism of the 
Abderhalden Reaction; Studies on Ferment 
Action. J. Exp. Med., 1915, xxi, 239. 


Since the Abderhalden method of dialysis has 
been available for clinical purposes numerous re- 
ports of results have been published, some of which 
have tended to discredit the specificity of the re- 
action and so reflect upon its usefulness as a clinical 
method. The conflicting results have cast con- 
siderable doubt upon the mechanism of the re- 
action as first advanced by Abderhalden. 

It seemed unfortunate to the authors that in the 
enthusiasm of the search for specific ferments the 
proteases which might normally be present in serum, 
and which had previously received some attention, 
had been neglected. They were inclined to believe 
that in the study of these non-specific proteases 
considerable information might become available 
which would aid in the elucidation of the points at 
issue in the Abderhalden reaction. They have, 
therefore, undertaken a large number of experi- 
ments, the results of which they report in this 
present study. 

In view of this experimental data, together with 
that given in their previous papers, the authors are 
inclined to believe that the Abderhalden dialysis 
method, and the theory underlying it in so far as it is 
applicable to protease action, is without warrant of 
specificity, and probably depends upon purely 
fortuitous mechanical factors. It seemed to them 
probable that in various pathological conditions 
proteases normally confined to the leucocytes in the 
human being appear in the blood where their 
presence can be demonstrated by a method which 
removes the antiferment without injuring the 
ferment. The proteases are not specific they 
think, the placental tissue being found most effica- 
cious, possibly because of purely mechanical factors 
(surface exposure), as is indicated by the wide range 
of clinical conditions in which the placental sub- 
strate gives positive results. 

From their experiments the authors draw the 
following conclusions: 

1. Normal serum protease is not specific; it is 
active in both dilute acid and alkaline media. It is 


destroyed by heating to 70° C. for thirty minutes. 
It is markedly impaired when heated at 56° C. for 
thirty minutes. It is inhibited by the unsaturated 
soaps and lipoids. 

2. Guinea-pig and rabbit sera contain relatively 
much protease; the leucocytes are without prote- 
olytic ferments. 

3. Normal human and dog sera contain little 
or no protease; the leucocytes are strongly prote- 
olytic. 

j . Serum complement and protease are not iden- 
tical. 

5. During various pathological conditions the 
non-specific protease is increased in both human and 
dog sera. ; 

6. An increase in antiferment is in many in- 
stances coincident. 

7. During the Abderhalden reaction the placental 
tissue becomes more resistant to enzyme action 
because of the absorption of the antiferment from 
the serum. 

8. The dialyzed serum loses antiferment be- 
cause of absorption by the placental tissue or by 
other absorbing substances, including probably the 
dialyzing membrane. 

9. The digestive substrate is the serum protein 
made available for protease action by the absorption 
of the antiferment. 

10. The proteases in pathological conditions in- 
vestigated by the authors (pregnancy, tuberculosis, 
and pneumonia) are non-specific. 

GrEorGE E. BEILBy. 


Ebeler, F., and Léhnberg, E.: Further Experience 
with the Abderhalden Ferment Reaction 
(Weitere Erfahrungen mit der Abderhaldenschen 
Fermentreaktion). Berl. klin. Wchnschr., 1915, lii, 
319. 

The authors previously reported too cases of the 
Abderhalden reaction in pregnant and non-pregnant 
women. In the pregnant cases there was only 1.92 
per cent of errors, while in the non-pregnant cases 
there was 12.5 percent. Since that time they have 
been devoting themselves to making improvements 
in the technique, and they now report a series of 
160 cases, including 50 cases of normal and patho- 
logical pregnancy in all the different months, and 
110 normal and pathological non-pregnant cases 
in men and women. The percentages are not much 
improved over their former results. 

Among 12 normal cases placenta was not catabo- 
lizedin any. In 11 cases of extra-uterine pregnancy 
confirmed by laparotomy, 6 reacted positively and 
5 negatively. To be sure some of the latter were 
old cases in which pregnancy could no longer be 
demonstrated microscopically, but one was a freshly 
ruptured pregnancy in the fourth month. The 
authors conclude that the reaction is very unreliable. 
in extra-uterine pregnancy. 

In the 39 cases of normal pregnancy the reaction 
was negative only once, and this case was compli- 
cated by chronic nephritis and severe changes in, 
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the circulatory system. With such severe disturb- 
ances in metabolism the case can hardly be called 
a failure, and even if it is so counted it only makes 
2.56 per cent wrong diagnoses in this group of 
cases. The results were much worse in the 61 
non-pregnant cases examined for various gynecolog- 
ical diseases. The results were positive with pla- 
centa in 12 cases, or 19.6 per cent. The 12 cases 
included 1 of acute pancreatitis, 1 of sepsis, 1 of 
Douglas’ abscess, 4 tumors of the adnexa, 3 ovarian 
cysts, 1 hematoma in fracture of the malleolus, and 
1 case of syphilis in which the Wassermann was 
positive. 

A series of cases of carcinoma was examined 
with carcinoma tissue as a substrate and some 
with kidney substance also. Among 28 cases 
82.14 per cent were positive. A small group of 
cases was examined after radium treatment and 
there was a decrease in the positive reactions. If 
this is confirmed by further work, it may become 
possible to use the reaction to judge the effect of 
radium treatment. Tables are given showing the 
results in the various groups of cases. 

The authors conclude that the Abderhalden test 
in pregnancy and carcinoma is not absolutely re- 
liable, but gives tolerably good results. Improve- 
ments may be made in the technique that will make 
it more reliable, but such improvements will make 
it even more complicated and difficult to carry out 
in practice. Whether it will ever be adapted for 
ordinary practice remains to be seen. A. Goss. 


Wohl, M. G.: Serodiagnosis of Rabies; Preliminary 
Report. Am. J. M. Sc., 1915, cxlix, 427. 


Wohl conducted experiments based on the prin- 
ciples of the Abderhalden serodiagnosis of pregnancy 
applied to rabies. He argued that as long as the 
causative agent of the disease is present there will 
be a metabolic disturbance of the cells with which 
the virus comes into contact; against these products 
protective ferments would be formed, and to detect 
these ferments was the object of the study. 

From the results obtained he believes the Abder- 
halden reaction might be used for diagnostic pur- 
poses in rabies, and that the reaction is positive 
as early as the third day in rabbits subdurally 
inoculated with fixed virus, thus making the diagno- 
sis much earlier by this method than by any other 
now in use. D. L. DEsparp. 


Harmer, T. W.: A Study of the Efficiency of Mixed 
Toxins (Coley) in Inoperable Sarcoma. Boston 
M.& S.J., 1915, clxxii, 331, 373, 411, 440. 


In 1914 Harmer published an analysis of 91 cases 
personally treated with mixed toxins, to which he 
now adds cases personally treated since that date; 
he has also collected from the literature 188 cases 
treated by other observers. In a study of these 
cases the data recorded have been name or number 
of patient, age, sex, occupation, clinical diagnosis, 
duration of disease before operation, or before toxin 
treatment, history of trauma or irritation, nature of 


operation, interval between operation and toxins, 
size of growth before operation, size of growth when 
toxins started, site of injections, pathological 
diagnosis, tissue of origin, duration of treatment, 
maximum dose, character of reactions, effect of 
toxins on size and consistency of the growth and on 
pain, remarks of interest, and end-result. 

Of the whole series 134 cases have been chosen as 
suitable for analysis. All of these cases have been 
proven by microscopical] examination. All were 
primary or recurrent inoperable sarcoma, or cases 
in which the disease could not be eradicated by 
operation. All had been under treatment at least 
three weeks. All were free from concurrent treat- 
ment (X-ray, radium, arsenical preparations, etc.). 

The 134 cases which have conformed to these 
criteria have been analyzed: (1) according to the 
type of the sarcoma, and (2) according to the 
anatomical situation and the tissue of origin. In 
these analyses the cases have been arranged in six 
groups, determined by the effect of the toxins. 

Group A includes those cases in which there was 
no appreciable effect. 

Group B includes those cases in which the growths 
softened but did not appreciably diminish in size. 

Group C includes those cases in which the 
growths disappeared or practically disappeared but 
returned. 

Group D includes those cases in which growths 
disappeared but metastases simultaneously oc- 
curred. 

Group D includes those cases in which growths 
diminished in size but still persisted. 

Group F includes those cases which are apparently 
cured, in which the growths have disappeared and 
no metastases have occurred. There are 73 such 
cases. 

After a careful, painstaking, and apparently 
unbiased consideration, Harmer concludes as fol- 
lows: 

1. Mixed toxins of streptococcus and _ bacillus 
prodigiosus (Coley) are of value in certain cases of 
inoperable sarcoma. 

2. The treatment of primary or recurrent in- 
operable sarcoma with mixed toxins must be 
intensive. The increment of dose and the interval 
between injections requires some experience. ‘This 
method of treatment is distressing and is never 
certain. This analysis has been undertaken, there- 
fore, in the hope of ascertaining the types of cases 
which offer reasonable expectation of benefit. 

3. The institution of this treatment is unjustifi- 
able in cases in which operative measures of reason- 
able safety offer possible hope of recovery. A 
frank statement of the nature and the severity of 
reactions and the probability of benefit should be 
made to the patient or some responsible person 
before the treatment is undertaken. 

4. Seventy-three cases have been regarded as 
apparent cures. 

5. The small round-cell type apparently offers the 
greatest expectation of benefit, followed closely by 
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the spindle-cell type. Only a relatively small num- 
ber of the mixed-cell type have been benefited. 
The use of toxins with multiple melanotic growths 
does not seem justifiable, but their use in single 
melanotic growths is legitimate. 

6. Regarding the tissue of origin, the greatest 
number of apparent cures have occurred in bone 
sarcomata (exclusive of giant-cell cases), over 18 
per cent of the total number of apparent cures, with 
an equal division of round-cell and_ spindle-cell 
types. 

7. Giant-cell cases furnish about 15 per cent of 
the total number of apparent cures. The records 
seem to justify preliminary trial of toxins in care- 
fully chosen cases in which slowly growing tumors 
have ruptured more or less extensively into the 
soft parts rather than immediate amputation. 
With skillful judgment a few limbs have apparently 
been saved. If such treatment is practiced, the 
patient should understand that amputation may 
ultimately be necessary, and it should not be long 
deferred in the advent of increased rapidity of 
growth, repeated haemorrhages, considerable absorp- 
tion, or superimposed infection. 

A small group on account of anatomical situa- 
tion, viz., extensive involvement of the vertebra, 
defy surgical eradication. ‘These, the author be- 
lieves, should be submitted primarily to surgical 
attack, followed immediately by toxin treatment. 
The records justify this practice. 

8. Primary inoperable round-cell sarcomata, 
arising from fascia and muscle, which have been 
apparently cured, have been situated in the lower 
extremity, abdominal wall, and back. They com- 
pose about 16 per cent of the total number of appar- 
ent cures. Nine of twelve are of the spindle-cell 
type. 

9. Sarcomata of the cervical glands compose 
about 1o per cent of the apparent cures. 

1o. Ina small number of cases the toxins produce 
striking relief from pain. 

There follow 134 case reports, arranged in groups 
according to anatomical situation or tissue of origin 
of the growths. 


Fitch, C. P.: A Review of the Principal Methods 
Used to Standardize Bacterins (Bacterial 
Vaccines), with Special Reference to the Use of 
the Hzmocytometer. J. Am. M. Ass., 1915, 
Ixiv, 893. 


The author discusses five methods of standardiz- 
ing bacterial vaccines and makes a summary of the 
relative advantages and disadvantages of each. 
The use of bacterins in the treatment and preven- 
tion of disease has steadily increased since their intro- 
duction by Wright in 1902. While some men claim 
that an exact count of the dead bacteria injected 
is not necessary, those who are familar with the use 
of bacterins know that often their injection is fol- 
lowed by unexpected results due to the toxicity 
of the bacterin, the idiosyncrasy of the patient, or 
toolargeadose. It is true that probably no method 
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gives the exact number of bacteria, yet certain 
procedures lead to more accurate results than others. 

1. Wright’s method, which he originated in 
1902, consists essentially of making relative counts 
of bacteria and red blood-cells in stained films, made 
by mixing measured amounts of normal human 
blood and the bacterial suspension. Allen modified 
this method by the use of two or three volumes 
of a 2 per cent sodium-citrate solution. If in 
counting a certain number of fields the bacteria are 
twice as numerous as the red blood-cells the bacterial 
suspension is assumed to contain 10,000,000,000 
bacteria per cubic centimeter. This method pre- 
supposes the red blood-cells to be fairly uniform 
in number. Furthermore, it is found very difficult 
to get films of the blood suspension that are uniform. 

2. The nephelometer method, which was de- 
vised by McFarland, consists essentially of a series 
of ten standardizing tubes containing a precipitate 
of barium sulphate. The first tube has 99 per cent 
of a 1 per cent solution of chemically pure sulphuric 
acid and 1 per cent of a 1 per cent solution of 
chemically pure barium chloride; the second 98 
per cent of sulphuric acid and 2 per cent of barium 
chloride, and so on, these tubes being called 1, 2, 3, 
etc. 

On using this instrument the standard tube ap- 
propriate to the experiment is selected, shaken well, 
and stood up in the holder. Alongside with this is 
a tube of sterile salt solution into which the surface 
bacterial growth is transferred and mixed uniformly 
until both tubes have the same relative opacity. 
This method is merely a guess, as other factors than 
bacterial content affect the density of the solution. 

3. The weight method devised by Wilson and 
Dickson consists in weighing a piece of thin plat- 
inum foil, 1.5 inches by 1 inch, and a small dry test- 
tube. The surface bacterial growth is placed on the 
foil, placed in the tube, and put in a desiccating 
chamber. After thorough drying it is weighed 
again and by subtraction the weight of the bacteria 
is given at once. The following table gives the 
number of bacteria to the milligram of dried bac- 
teria: 


SHAMMVIGCOCCES. . «oc secs as ccewe ana 3,000,000,000 
SERINE 555i ons Kine was Ooanye 3,400,000,000 
NI S500 65 foo op: 4, eae WR Si aea 4,500,000,000 
PRONOUN 6a cca sone rss aesie now 3,000,000,000 
0 a te ORE Re eee ere 6,400,000,000 
BaACHIUS CYPHOSUS. . .. ..2 ik cic ncuices 8,000,000,000 
Bacillus pyocyaneus................. 3,400,000,000 
Bacillus of Friedlander.............. 4,300,000,000 
Be NI eos casas asice Sate pecs 14,000,000,000 


The foil is then spread out in a sterile dish and five 
minutes’ time given to emulsifying the organisms 
with sodium chloride. The method is objectionable 
because of common lack of the necessary apparatus. 

4. The plate-culture method implies the standard- 
ization of bacterial suspensions by agar-plate cul- 
tures. Filtered bacterial suspensions are diluted 


with sterile salt solution to 1:100, 1:1,000, I:1,000,- 
These solutions are plated 


000, and 1£:100,000,000. 
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out and incubated for forty-eight to seventy-two 
hours and the colonies counted. 

This method is long and cumbersome; some of 
the colonies may come from more than one bac- 
terium, especially in diplococci, or some of the 
bacteria may be dead and the number of colonies 
be less than the number of bacteria in the suspension. 

5. The gravimetric method, a procedure em- 
ployed by Hopkins, consists of filtering the bac- 
terial suspension into a centrifuge tube, the end of 
which is drawn out into a small tip, graduated to 
hundredths of a cubic centimeter; centrifugalizing 
on a machine with an 18-cm. head at 2,800 revolu- 
tions per minute for one-half hour. ‘The salt solu- 
tion and bacteria above the 0.05 mark are removed 
and 5 ccm. of saline solution added and the sediment 
resuspended. This 1 per cent suspension is killed 
in the usual manner, and as Hopkins has determined 
will have the following proportions: 

Billion 
Per cent. per ccm, 

Staphylococcus aureus and albus....... 1 10 

Streptococcus hemolyticus............ 0 1 3 

KSONOCOCCHB ... 656 ccc cee Aeiay 1 8 

Pneumococcus....... I 

Bacillus typhosus. I 

Bacillus coli... . I 


t 
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This method, as its author states, gives but approxi- 
mate results. 

6. The hemocytometer method was first used 
by Mallory and Wright. They employ a counting 
chamber used for counting blood-platelets by the 
Helber method. This is like the Thoma-Zeiss 
chamber in every way except it is 0.02 mm. deep 
and the Thoma-Zeiss is 0.1 mm. deep. For coun- 
ting a 1:200 dilution of bacteria is made with the 
aid of the red-blood-corpuscle pipette. The aver- 
age number of bacteria per small square times 4,000 
million will be the number of bacteria per cubic 
centimeter. 

The bacteria are more readily seen if stained 
slightly, so Callison uses this fluid: 


TyMrochione @Cid..........5....5 55... 2 ccm. 

Mercuric chloride 1 to 500................100 CCM. 

Acid fuchsin, 1 per cent aqueous solution, enough to 
color. 


The author now uses a 1:20 dilution with a Zeiss 
leukocyte pipette, and the shallow counting cham- 
ber. When prepared the slide is placed on the lev- 
eled microscope stage for fifteen minutes to allow 
the bacteria to settle, then too small squares are 
counted. 
No. of bacteria counted X dilution X 20,000 

X 1,000= 

No. of squares counted 

the number of bacteria in 1 ccm. 


A summary of the advantages and disadvantages 
of the different methods used follows: 

1. Some method employing the hemocytometer 
offers the most accurate technique for standardizing 
vaccines. 
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2. Comparisons of different counts made of the 
same suspension by Wright’s method showed an 
average variation of 15 per cent. 

3. Comparisons of different counts made of the 
same suspension by the 0.02 mm. hemocytometer 
showed an average variation of 5 per cent. 

4. Comparisons of counts of the same suspen- 
sion made by Wright’s method, Allen’s modifica- 
tion, and the chamber method (0.02 mm.) showed 
that the former two gave a much less number of 
bacteria. 

5. A less degree of uniformity of counts has been 
obtained with the o.1 mm. chamber than with the 
0.02 mm. 

6. Callison’s diluting fluid seems to be the best 
of any so far used. 

7. The plate method of standardizing vaccines 
takes too long and is too cumbersome to be used in 
routine work. It also greatly underestimates the 
number of organisms in a suspension. 

8. The nephelometer method possesses certain 
advantages, in that it is simple and quick, but it is 
not an accurate method, as it is impossible to judge 
the concentrations correctly. 

C. D. Hotes. 


BLOOD 


Warfield, L. M.: The Normal Differential Leu- 
cocyte Count; Proposed Classification of the 
White Blood-Cells. J. Am. M. Ass., 1915, lxiv, 
1296. 


The author urges a uniform classification of the 
white cells of the blood, based upon their origin. 
The two main classes of the leucocytes of normal 
blood are the granular and non-granular forms. 
The granular cells include the polymorphonuclear 
neutrophiles, eosinophiles, and basophiles which are 
derived from the parent myeloblasts, which pass 
through the stage of the granular myelocytes. 

The non-granular cells are: 

1. Lymphocytes, which probably have their 
origin in the germinal centers of the lymph-glands, 
although under pathologic conditions lymph tissue 
anywhere in the body may produce them. These 
lymphocytes are divided into the large and small 
forms. Warfield is of the opinion that the large 
form represents a younger, more immature cell, be- 
cause in acute lymphatic leukemia these cells 
predominate. On the contrary, small lymphocytes 
occupy the foreground in chronic lymphatic leu- 
kamia, and hence represent more mature forms. 

2. The so-called transitional cells or endothelio- 
cytes, which constitute 6 to 8 per cent of the white 
cells and are derived apparently from the capillary 
and lymph-space endothelium, and also from the 
lining of the capillaries and lymph-spaces of the 
spleen. 

Large mononuclear cells correspond to Tiirk’s 
irritation forms. Pappenheim thinks they are 
plasma-cells derived from lymph-cells in response to 
chronic inflammation. 
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The normal differential count is as follows: 
Percentage. 





Polymorphonuclear neutrophiles................... 50 to 60 
Polymorphonuclear eosinophiles 2to 8 
Polymorphonuclear basophiles . 2.4to 2 
Lymphocytes, mature........ 20 to 30 
Lymphocytes, immature.................... 5 to ro 
MRGOURCUOCHEES ... 5. ck cet ctececs 5to 9 
Large mononuclears........ oto 2 


Henry J. VAN DEN BeErc. 


Levison, L. A.: Lecocytosis a Deceptive Sign in 
Abdominal Hemorrhages. J. Am. M. Ass., 1915, 
Ixiv, 1294. 

Levison points out that a leucocytosis does not 
necessarily indicate an inflammatory condition, but 
may be caused by abdominal haemorrhages, as for 
example in a ruptured tube, and other causes. 
This condition may be followed in a short time by a 
hyperleucocytosis which may reach figures higher 
than those usually noted in appendicitis. The 
points of the article are well summed up in the follow- 
ing conclusions: 

1. A leucocytosis should not be relied on as a 
differential point when the clinical signs demand the 
differentiation of appendicitis or other inflammatory 
trouble in the abdomen, and an intra-abdominal 
hemorrhage. 

2. Leucocytosis due to intra-abdominal hemor- 
rhage is to be distinguished from the post-hamor- 
rhagic leucocytosis which follows any severe bleed- 
ing. 

3. Leucocytosis from intra-abdominal hamor- 
rhage comes on within twenty-four hours and lasts 
until the second day. 

4. The leucocytosis is ascribed to an irritation of 
the blood-forming organs by the absorbed constitu- 
ents of the blood. The peritoneum may be a factor 
in the formation of white cells. 

5. The morphologic blood picture is not changed. 

Henry J. VAN DEN BERG. 


Pupovac, D.: Arteriotomy in Embolism (lin Bei- 
trag zur Arteriotomie bei Embolie). Wien. klin. 
Wehnschr., 1915, xxviii, go. 

The author reports a successful operated case of 
bilateral embolism of the femoral artery at the 
bifurcation of the profunda femoris artery. The 
second operation occurred four weeks after the first. 
In both operations the artery was opened up, the 
thrombus removed, and the vessel sutured. Im- 
mediate restoration of the circulation resulted, with 
disappearance of the obstruction symptoms. The 
first operation was performed nineteen hours after 
dislodgment of the thrombus, and the second five 
hours after. The patient, who lived four weeks 
after the second operation, showed no ill effects 
following the temporary obstruction of the circula- 
tion. L. A. JUHNKE. 


McLean, A.: Thrombosis and Embolism. 
Gynec. &F Obst., 1915, XX, 457. 


Surg., 


The author speaks of the difficulty of causing the 
formation of a thrombosis experimentally. 


Dif- 
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ferent methods were tried and only in the presence 
of an infection did he succeed in causing one to form. 
In the experimental work the following facts were 
noticed: 

1. When a vein is ligated in continuity the blood 
in the vein will clot only on one side of the point of 
ligation; that is, the side from which the blood is 
coming. 

2. In ligating a vein between two ligatures, say 
two inches apart, the blood between the ligatures 
clots very slowly, and if left for a week or more the 
contents of the ligated vein will have entirely disap- 
peared, a fibrous cordlike structure alone remaining. 

3. The same result is accomplished by ligating 
an artery between two ligatures. 

4. Simple crushing of a vein will not cause a clot 
at the point of crushing. The crushing can be 
repeated in 48 hours and a clot will not form at the 
site. Examination of the repeatedly crushed vein 
two weeks after the last crushing will show a thick- 
ening of all the coats of the vein, due to an increased 
amount of fibrous tissue, the intima rernaining as 
smooth and glistening as before. 

5. Crushing of a vein with the subsequent intro- 
duction of a 24-hour bouillon culture of staphylococci 
and again crushing the vein, to grind (as it were) 
the staphylococci into the walls of the vein, will 
not produce a clot or thrombus at the site of the 
crushing and injection of the staphylococci. 

6. The introduction of a sterile thread into the 
lumen of a vein, allowing about one-half to three- 
quarters of an inch to remain suspended inside of 
the vein, that is, oscillating in the blood-stream, failed 
to produce a clot or thrombus either at the point of 
the introduction of the thread or around the thread 
itself. 

7. A sterile thread introduced into the artery in 
the same way and allowed to remain there for 4, 5, 
and 7 days will not cause the formation of a clot 
on the thread itself nor upon the wall of the artery 
at the point where the thread is introduced. 

8. The introduction of a thread infected with 
staphylococcus albus or aureus will in 3 or 4 days 
cause the formation of a thrombus at the point of the 
introduction of the infected thread. The thrombus 
becomes attached to the vein at the point where the 
infected thread enters. It will not entirely occlude 
the lumen of the vein; it will grow or enlarge in the 
direction of the blood-stream, remaining suspended 
at a single point. 

g. A thread infected either with the colon bacillus 
or with the staphylococcus aureus introduced into 
an artery in a similar manner, causes the formation 
of a firm clot, as proved by post-mortem findings 
five days after the introduction of the thread. 

10. Sterile threads one-half inch long “‘let go” 
into the circulation caused no symptoms up to the 
present writing — seven weeks. 

tr. An infected thread (colon bacillus) one inch 
long let loose in the circulation caused a sudden 
death in three and one-half days. Post-mortem 
examination showed a seropurulent fluid in the 
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pleural cavity, and the embolus (thread with blood- 
clot, infected with colon bacillus, around it) was 
found in the right lung. 

The conclusions arrived at are that — 

1. Endothelial damage, on which so much stress 
is usually laid, is not, per se, a cause of thrombosis. 

2. Infection and necrosis or the toxins derived 
from an infectious and necrotic process are probably 
the most important factors in the production of a 
thrombus. 

3. A slowing of the blood-stream is a contribu- 
tory cause but, per se, will not cause a thrombus to 
form. 


BLOOD AND LYMPH VESSELS 


Horsley, J. S., and Whitehead, R. H.: A Study of 
Reversal of the Circulation in the Lower 
Extremity. J. Am. M. Ass., 1915, lxiv, 873. 


The operation for the reversal of the circulation in 
the lower extremity began to receive attention fol- 
lowing the work of Carrel and others in successful 
blood-vessel suturing about ten years ago. Certain 
cases of gangrene of the foot and leg due to gradual 
occlusion of the arteries from endarteritis have been 
treated by switching the arterial stream to a vein 
in the hope that the blood-pressure would force the 
valves of the veins and so supply nutrition to the 
tissues. Among those who favor this operation are 
Carrel, Guthrie, Bernheim, Weiting, and Goodman. 
John B. Murphy, Bernheim, and Weiting favor a 
lateral rather than an end-to-end anastomosis, and 
they suggest the tying off of the cardiac end of the 
vein at the point of operation. Carrel and Guthrie 
favor the end-to-end anastomosis. On the other 
hand Coenen of Breslau asserts that the operation 
is practically worthless clinically, as not all of the 
valves give way and the blood is shunted off through 
the first large anastomotic vein back to the heart. 

After reporting cases and reviewing the literature, 
Halstead and Vaughan conclude that reversal of the 
circulation has little practical usefulness. 

In an effort to throw some light on the subject, a 
series of experiments was undertaken in an effort 
to ascertain what became of the blood in the affected 
limb after such an anastomosis. Obviously in order 
to prove this procedure of benefit it must be estab- 
lished (1) that the blood in the reversed vein 
reaches the ultimate capillaries of the foot; (2) that 
the blood in the venous capillaries can nourish the 
tissues; and (3) how this blood is brought back from 
the venous capillaries to the heart. 

Experiments are directed at the first of these 
problems. Twelve experiments were done, in all of 
which the lower extremity (left) of the dog was 
operated upon, and an end-to-end anastomosis done 
in each case. The proximal end of the artery was 
united to the distal end of the vein from one to two 
inches below Poupart’s ligament. Of the 12 dogs 
operated upon, 2 died of sepsis and the death of 
another may have been partly due to the same cause. 
In the remaining 9 dogs, 7 operations were entirely 
successful and 1 partially so; and there was only one 
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complete failure. Only 5 of the dogs were injected, 
examined with the X-ray, and dissected, and in one 
of these there was complete occlusion of the anasto- 
mosis. One dog died of influenza and was given a 
partial examination, so that the reports deal with 
only 5 out of the 12 operations. 

The X-ray shows that in 4 of the 6 dogs the in- 
jection mass reached only a short distance below 
the knee, and that it returned through the back part 
of the thigh in the general direction of the branches 
of the iliac veins. In only one case was the injection 
mass found near the foot, although all the dogs had 
some of the mass in the inferior vena cava, except 
those killed shortly after the operation. 

The apparent and immediate good results re- 
ported in connection with this operation, especially 
in the hands of inexperienced operators, are largely 
due to the fact that with this procedure there is a 
damming back of the blood into the limb. The indi- 
cation for the operation is generally an impending 
gangrene due to partial occlusion of the terminal 
arterioles; but as there had been no damage done to 
the veins, and as the blood was removed from the 
limb without hindrance, better blood-supply would 
at once be apparent by a lessened drainage whether 
due to reversal of the circulation or to the formation 
of a thrombus. 

The following conclusions may be drawn from 
these experiments: 

1. The tendency of the arterial blood in a re- 
versed femoral vein is to return to the vena cava by 
the nearest anastomotic route. 

2. In the course of time very large anastomotic 
veins form so that the mass injected into the re- 
versed circulation quickly and easily finds its way 
into the vena cava. 

3. It is most probable that the arterial blood in 
the reversed circulation never reaches the ultimate 
venous capillaries of the foot, but if it does it must 
be after many weeks, long after the time that any 
good could be accomplished by bringing nutrition 
to the tissues, even if nutrition could be absorbed 
from venous capillaries. 

These experiments seem to show that even when 
the full arterial pressure of the femoral artery is 
turned into the femoral vein by an end-to-end 
anastomosis, the arterial blood in the reversed vein 
never reaches the venous capillaries of the foot, and 
does not even reach the smaller veins in the lower 
part of the leg for more than twenty-two days. 

C. D. Hotmes. 


Heyrovsky, H.: Infected Wounds of Blood-Vessels 
(Uber infizierte Gefiissschiisse). Wien.  klin. 
Wehnschr., 1915, xxviii, 14. 

Heyrovsky reports injury of large arteries in 30 
of the 1,710 wounds treated at the surgical clinic in 
Vienna. There was late secondary hemorrhage in 
21 cases and three of the patients died. Death 
in each case was due to ascending thrombosis above 
the ligature that had been placed around the artery, 
and had been applied too close to the point of injury 
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in order to spare an important branch above. The 
consequence was profuse haemorrhage in one case 
and fatal thrombosis in the three mentioned. The 
patients might have been saved if the ligature had 
been applied higher where the tissue was absolutely 
sound. In the 9 non-infected cases recovery was 
prompt and complete, but amputation was neces- 
sary in 6 of the infected cases. A. Goss. 


Grant, E. O.: End-to-End Anastomosis of the 
Axillary Artery. Surg., Gynec. €9 Obst., 1915, xx, 
447. 

The author discusses the nervous and circulatory 
disturbances following end-to-end suture of the 
axillary artery with a return of the pulse. The case 
cited was shot in the first portion of the axillary 
artery and an entire circular portion of the artery 
shot away. The ends were approximated by the 
Carrel method within one hour after the injury. 
No injury of the nerve-trunks was visible. The 
pulse returned in eight days, but has never been 
equal to the opposite pulse, and the author thinks 
that the delay was due to the time required to 
canalize the thrombus that existed peripheral to 
the point of suture. The nervous symptoms were 
pain in the forearm but no tenderness and practically 
no loss of sensation and very little loss of motion. 
The nervous symptoms gradually improved under 
treatment. The author thinks that this disturb- 
ance was due to an ischemia of the nerve-trunks 
due to the circulation in that arm being below nor- 
mal for a long period, as the disturbance decreased 
as the circulation increased in volume. 


Stetten, D.: The Futility of Arteriovenous Anas- 
tomosis in the Treatment of Impending 
Gangrene of the Lower Extremity. Surg., 
Gynec. &F Obst., 1915, XX, 381. 


In order to determine the utility of the Wieting 
operation, or so-called “reversal of the circulation,” 
Stetten has carried out a series of injection ex- 
periments on a number of freshly amputated, gan- 
grenous limbs with arterial occlusion. In the ma- 
jority of the experiments he injected a 50 per cent 
emulsion of red oxide of lead in paraffin oil with a 
hand syringe. He first injected the largest vein 
in a retrograde direction and then radiographed the 
extremity. He then injected the main artery and 
took a second X-ray picture for comparison with 
the venous injection. A study of the radiographic 
pictures, which are reproduced in the paper, shows 
that— 

1. A peripheral flow through the patent veins 
in cases of gangrene due to vascular disease is only 
possible to a very slight extent. The valves are 
apparently an impassable barrier even when the 
injection is made with extreme force. There is 
never any capillary circulation. 

2. Even if the arteries are extensively diseased, 
the arterial circulation to the smallest capillaries is 
surprisingly good except in the actually gangrenous 
areas. The force needed to produce an excellent 
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arterial circulation is decidedly less than that re- 
quired for an imperfect venous injection. 

3. The return flow is normal if the artery is in- 
jected. If the vein is injected there is no return 
flow through the artery, but some of the fluid 
may be promptly short-circuited through immediate- 
ly adjacent tributaries. 

A critical analysis of the cases operated upon up 
to date and presented in tabular form gives in a 
total of 136 arteriovenous anastomoses or attempts 
thereat the following summary of results: 


Deaths after operation. . . Douce Maledis winter eS Sis eae 30 
DCathe TONGWING AMPULALION. 2666566 6c cs ce cise eee wwcsenas eee II 
ON EOE uid a scaadicarh ior ieee oe aka Dale ee ea 45 
Operations abandoned on account of condition of vessels. ........ 12 
a eae ceca wna ek aah,b bibinew 8 
ROOD Min SO INOUE oo ss ce date a ccdeseydasineenen eae 6 
ee ee 24 


In other words there was a direct mortality of 
over 30 per cent and practically complete failure of 
the operation in more than 72 per cent of the cases. 
Of the so-called success in the lower extremity 8 
are uncertain, so that there are left 16 cases re- 
ported as successful, or only about 11 per cent. 

After considering the question from its various 
phases Stetten reaches the following conclusions: 

1. The arterial circulation to the periphery even 
in very advanced arterial disease is in every respect 
better and easier than the retrograde venous cir- 
culation, mainly because of the obstruction of the 
valves and the short-circuiting of the blood through 
anastomoses of neighboring venous collaterals. 

2. The operation is dangerous and the results 
have been unsatisfactory except in a very small 
percentage of cases. 

3. The few so-called successful results have 
probably been obtained more in spite of than because 
of the operation, inasmuch as various factors play 
a réle in the improvement of these cases, as improve- 
ment has been recorded after definite closure of the 
anastomosis, and as failure has occurred with per- 
fect patency of the arteriovenous fistula. 

4. Even if the anastomosis functionates, which it 
rarely does, there is no possibility of circulatory im- 
provement, but rather quite the reverse. 

5. The term ‘reversal of the circulation,” at 
least as far as clinical cases are concerned, should be 
discarded. 

6. Even if the usefulness of the operation were 
proved beyond question, the possible indications 
would be restricted to an unappreciable minimum. 

The author advises that the operation be aban- 


doned. A comprehensive bibliography of 167 
numbers completes the paper. 
Paton, L.: Case of Mikulicz’s Disease. Proc. Roy. 


Soc. Med., 1915, viii, Sect. Ophth., 28. 


Paton reports a case of Mikulicz’s disease in a 
woman aged 62. He states that the case agrees in 
its main features with the description given by von 
Mikulicz in Billroth’s Festschrift in 1892. The case 
presented a symmetrical enlargement of the serous 
glands about the head and neck, including the glands 
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in the palate and at the tip of the tongue, the sub- 
maxillary, parotid, and lachrymal glands. The 
blood findings were similar to those of leukaemia of 
the lymphatic type. W. G. REEDER. 


Olitsky, P. J.: Results of Complement-Fixation 
Studies with the Corynebacterium Hodgkini. 
J. Am. M. Ass., 1915, xiv, 1134. 


The serums of ten patients were tested and 
used in amounts varying from 0.05 to 0.2 ccm. 
(corresponding to o.1 to 0.4 ccm. in Wassermann’s 
system). Ordinarily, the reagents used are gauged 
so that from 0.05 to 0.1 ccm. gives perfect fixation 
with other bacterial antigens with specific serums. 
Using greater amounts of the serum, however, the 
maximum amount of antigen and the longest period 
for fixation (24 hours, ice-box), the results in these 
cases were uniformly negative. There were 6 cases of 
Hodgkin’s disease, 2 of lymphosarcoma, 1 of lymph- 
atic leukaemia, and 1 uncertain. 

At the same time serums from patients suffering 
from other chronic conditions, as lues, tuberculosis, 
pernicious anemia, carcinoma, etc., in all 34, were 
tested in a similar manner and the results were 
likewise negative. 

An attempt was made to investigate the nature of 
the corynebacterium hodgkini by making cross-fixa- 
tion experiments with other diphtheroids. The cory- 
nebacterium hodgkini is distinct from these pseudo- 
diphtheria organisms. Epwarp L. CorneE.t. 


POISONS 


Hamm, A.: Absorption Fever or Retention Fever 
(Resorptionsfieber oder Retentionsfieber). Muain- 
chen. med. Wchnschr., 1914, No. 38. 


The teachings in regard to saprophytes, the ob- 
ligate saprophytes to which is attributed the ability 
to grow on dead material, and the consequent 
assumption of a peculiar position in regard to wound 
infection must be discarded. There is only one 
category of pathogenic organisms, and their ability 
to cause infection or not depends upon the local 
or general condition of the patient and upon their 
virulence. It has been proven that bacteria for- 
merly classed as genuine saprophytes when in con- 
tact with complement-containing body fluids do 
produce anaphylatoxin. According to Dold and 
Rados, this poison is demonstrable in the normal 
‘conjunctival sac, and after producing a slight injury 
to the tissue is capable of producing a definite 
inflammation upon the addition of dead bacteria. 
Its presence in the normal lochia cannot be doubted 
either, much less in the tissue juices of the retained 
products of conception or in infected liquor ammnii. 

The absorption of anaphylatoxin from the normal 
vaginal mucosa was proved by the author in von 
Ulenhuth’s laboratory. The proof of increased 
absorbability from the vagina of the pregnant, of 
the parturient, and of the fever patient, has been 
rendered long ago. The question why absorption of 
bacterial anaphylatoxin does not occur oftener 
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during the puerperium is answered by the fact that 
the lochia in most cases is unlimited in its outflow 
and hence prevents free absorption. The term 
‘‘absorption fever’’ should be dropped entirely and 
instead we should speak of ‘‘retention fever.” 
Just as no infection occurs without intoxication, 
just so is there no intoxication without infection. 
L. A. JUHNKE. 


Mayer, A.: Treatment of Suppurating Wounds 
with Ultraviolet Rays (Uber die Behandlung 
eiternder Wunden mit kunstlicher Héhensonne). 
Med. Klin., Berl., 1915, xi, 208. 

When suppurating wounds have been system- 
atically exposed to the mercury vapor lamp they 
have showed unusually rapid healing and sub- 
sidence of pain. The penetrating power of the rays 
is greater in diseased tissues, especially when the 
limb is raised to expel the blood. The skin is a 
living organ with physiologic functions, and these 
functions are materially promoted by the ultra- 
violet rays. Mayer is not so enthusiastic as Kro- 
mayer, who asserts that the mercury vapor lamp 
will save the wounded weeks of hospital treatment. 

Mayer has found that fluorescent substances, 
such as eosin, seem to sensitize the tissues, and then 
they respond more readily to ultraviolet rays; it is 
his routine practice now to swab the suppurating 
surface with a solution of eosin preliminary to apply- 
ing the rays. It may be possible, he adds, to treat 
peritonitis in this way, applying the rays when the 
abdomen has been opened; he is now experimenting 
in this line. Friedberg last year reported the suc- 
cessful application of the ultraviolet rays in dis- 
infection of the throat preliminary to operative 
treatment, and in diphtheria. A. Goss. 


ELECTROLOGY 


Cotton, W.: An Apparatus for X-Ray Localization. 
Brit. M. J., 1915, i, 464. 

Cotton has an apparatus for locating foreign 
bodies for use with any tube stand and table in 
which the tube can be worked under the table. 
Localization can be done fluoroscopically or with 
plates. The essential part of the apparatus consists 
of two plane surfaces connected by strips like or- 
dinary parallel rulers which keep them always 
parallel to each other and to the table top and the 
tube. These strips allow the adjustment of the 
distance between the two ‘‘decks”’ while keeping 
the surfaces always parallel. The patient lies be- 
tween “decks,” the upper “deck” carrying the plate 
or fluorescent screen. Two observations or expo- 
sures are made with the tube occupying different 
positions, the location of the shadow of the foreign 
body, and of the source of the rays being noted in 
each. The distance between the tube and screen 
being known and also the distance the tube was 
moved, the location of the foreign body is determined 
by the ordinary methods of triangulation. 

G. W. Grier. 
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Schwarz, G.: The Recognition of a Gas Phlegmon 
in the Réntgen Plate (Erkennbarkeit der Gas- 
phlegmone im Roéntgenbild). Wien. klin. Wehnschr., 
1915, XXViil, 92. 

As gas phlegmons accompany bullet and shrapnel 
wounds quite frequently, the author calls attention 
to their recognition in the X-ray picture. ‘They 
appear among the soft tissues as either round or oval, 
isolated or confluent spots, appearing dark on the 
negative and light on the positive, during transil- 
lumination. ‘The spots look like the holes in cheese 
and undoubtedly are similar in origin. 

L. A. JUHNKE. 


Hernaman-Johnson, F.: Radiology and Electro- 
therapeutics in Wartime. Praclitioncr, Lond., 
1915, XCiv, 396. 

Aside from the injuries to be expected in training 
camps or on battlefields, a large number of kidney and 
bladder cases have been examined, and while few 
stones have been found, the use of the X-ray was a 
decided aid in the diagnosis of these confusing cases 
where the symptoms caused by the exposure in the 
trenches and long marches simulated stone or 
gravel. 

Attention is called to the chance of error in study- 
ing either fractures, or the localization of fragments 
of foreign bodies with the “screen”’ similar to the 
chance of the surgeon extracting a foreign body 
where he has only one radiograph (réntgenogram) ; 
localization should always be made by one of the 
approved methods, several of which are mentioned; 
this will save the time of all concerned. R6ntgen- 
theraphy has been found useful in the treatment of 
mild cases of lupus, keloids, and sluggish ulcers. 
Electrotherapeutics have been of service in deter- 
mining the gravity of nerve and muscle injury, and 
for this purpose the ‘“‘Lewis Jones condenser set”’ 
was employed. In the treatment of neuritis, rheu- 
matism, etc., to hasten the absorption of the inflam- 
matory products, high-frequency radiant heat was 
also employed. By these methods many men be- 
lieved to be permanently unfit for service have 
been restored to health and have resumed service 
on the firing line. W. S. Newcomer. 


Meyer, F. M.: The Present Status of Réntgen 
Deep Therapy (Der heutige Stand der Réntgen- 
tiefentherapie). Strahlentherap., 1915, p. 135. 

The technique of réntgen deep therapy in various 
conditions is discussed and a number of the con- 
ditions pointed out in which it has been of great 
service. First among these conditions is chronic 
leukemia, both lymphatic and myelogenous. A 
case of pernicious anemia that underwent great 
improvement under réntgen treatment is also 
described, a great part of which improvement the 
author attributes to the rays. 

Good results have been obtained in many cases 
of Basedow’s disease, the goiter decreasing in size 
and the heart symptoms improving. The results 
are not so good in simple goiter. 
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Among neurological affections that are very 
favorably influenced are trifacial neuralgia, inter- 
costal neuralgia, and sciatica. 

Recently good results have been reported in 
treating pulmonary tuberculosis with réntgen rays. 
The author’s work along this line is too recent for 
definite results to be reported. In joint tuberculo- 
sis heliotherapy is the best treatment, combined 
in some cases with réntgen treatment; but in gland 
tuberculosis the results of réntgen treatment are 
brilliant; tubercular fistula are also closed up by 
roéntgen treatment. 

The réntgen treatment of myoma is discussed at 
length; it is to be preferred to surgery in most pa- 
tients over 4o. Irradiation is effective also in 
chronic metritis,and dysmenorrhoea, but must be 
used with caution in the latter condition, as the 
sterilization of women for the sake of relieving 
dysmenorrhoea is not justifiable. In the treatment 
of malignant tumors réntgen rays are indicated in 
all non-operable cases and prophylactically after 
operation. 

The author holds that the rays do not have any 
specific effect on cancer tissue; the fact that they 
act in the same way on eczema, tuberculosis, 
myoma, and carcinoma would indicate that they 
have no specific effect on the latter. They destroy 
all sorts of tissue, pathological often more rapidly 
than normal, but there is no specificity in their 
action. A. Goss. 


Salzmann, F.: Secondary Rays in Réntgen Deep 
Therapy as a Substitute for Radio-Active 
Substances (Sekundirstrahlen in der Ré6ntgen- 
tiefentherapie als Ersatz radioaktiver Substanzen). 
Deutsche med. Wehnschr., 1915, xli, 223. 

Primary rays of 9 to 11 Wehnelt hardness are 
passed through an aluminum filter 2 or 3 mm. thick; 
after passing through the intervening soft tissues 
they reach the tumor. A layer of cadmium is 
placed underneath the tumor, or even in it, like a 
radium tube. This metal gives off secondary rays 
that act in much the same manner as radium. 
Werner claims that radio-active substances are 
superior to réntgen rays, especially in the treatment 
of tumors in readily accessible body cavities, as the 
nose, mouth, pharynx, larynx, oesophagus, rectum, 
vagina, uterus, bladder, etc., because the réntgen 
rays could not act upon the tumor from within 
outward. With this method of utilizing the sec- 
ondary rays this objection is overcome. An ab- 
solute comparison of the y-rays and those of a 
radio-active substance is, however, not possible. 

Salzmann describes four cases of cancer of the 
uterus in which the method was used with excellent 
results. The cadmium plate was easily inserted 
in all cases. When it was removed there was some- 
times capillary hemorrhage as a result of hyperemia 
of the tumor, due to mechanical irritation of the 
metal, which is desirable because it sensitizes the 
cancer tissue to the rays. The distance of the tube 
A. Goss. 


from the skin was 25 cm. in all cases. 
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Kolischer, G.: Modern Radiotherapy in Malignant 
Tumors and in Localized Tuberculosis. Lancet- 
Clin., 1915, cxiii, 287. 

In the Michael Reese Hospital the results from 
radiotherapy are divided into four classes: (1) actual- 
ly harmful, (2) failures, (3) encouraging, and (4) 
satisfactory. 

In the first class the author mentions inoperable 
cancer of the cervix and of the lip. Metastases 
have been facilitated and the breaking down of 
tissues made more rapid. Cancers of the stomach 
are set down as simple failures. Encouraging results 
have been obtained in cancer of the breast, in which 
inoperable cases have been made operable and 
cases refusing operation have been much improved. 
Also, in cases of tumor of the bladder, the cystitis 
has been cleared up, the tenesmus and painful 
micturition have subsided. Results have been 
satisfactory in recurrent carcinoma of the breast, 
cancer of the rectum after excision, metastases in 
the groin following operation for cancer of the rec- 
tum, recurrent sarcoma of the thigh after amputa- 
tion of the toe, inoperable cancer of the tongue with 
metastases, angiosarcoma, and inoperable cancer of 
the cervix. Sarcoma and carcinoma vaccines have 
been used in addition to the radiation, and these 
agents have been a valuable aid in the treatment. 

In localized tuberculosis not involving bones the 
results have been uniformly satisfactory. 

The author does not consider radiotherapy a sub- 
stitute for surgery in malignant conditions, but 
believes that in all operable cases the bulk of the 
tumor should be removed before radiation is insti- 
tuted. In this way absorption of toxins from the 
decaying masses of tumor growth is avoided. 

The Forest needle and diathermy are suggested 
as the best methods of removing the tumor mass. 

Energetic radiation should follow all operations 
for malignancy. Inoperable cases should be radi- 
ated in the hope of making them operable. 

Attempts have been made to determine when suf- 
ficient radiation has been given, by means of the 
Aberhalden test. The results are not mentioned. 
The author believes that radiation of malignant 
tumors should be attempted only with large quanti- 
ties of mesothorium or with X-rays of extreme hard- 
ness. G. W. GRIER. 


Werner, R.: Radiotherapy of Malignant Tumors 
of Internal Organs (Die Strahlenbehandlung der 
bésartigen Neubildungen innerer Organe). Strah- 
lentherap., 1915, V, 610. 

After describing the technique of radiotherapy of 
tumors in various parts of the body and reviewing 
the results of numerous authors, Werner comes to 
the following conclusions: 

1. Radiotherapy is the method of choice in 
operable as well as inoperable tumors located deep 
in the thorax, which have thus far been inaccessible 
to surgery. 

2. It should be used in deep-seated carcinomata 
of the rectum in view of the unfavorable permanent 
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results of operative treatment, although it is still 
undecided whether it will give better permanent 
results than operation. 

3. The same is true of tumors of the hypophysis. 

4. In other internal organs the principle must 
still be maintained that all operable tumors should 
be operated upon and radiotherapy used to prevent 
recurrence. 

5. Radiotherapy should be used as a preliminary 
treatment only in inoperable tumors; in others 
immediate operation is to be preferred. 

6. A combination of radiotherapy with chemo- 
therapy deserves further study, as it has given 
encouraging results thus far. A. Goss. 


MILITARY SURGERY 


Chavannaz, G.: Treatment of Fractures of the 
Skull at the Front (Sur le traitement des fractures 
du crane par armes a feu dans le service de l’avant). 
Bull. ct mém. Soc. de chir. de Par., 1915 xli, 549. 

Chavannaz gives brief histories of 59 cases of 
fracture of the skull operated upon by him; he has 
had 67 cases in all, but the others were too near 
death when received to be operated upon. 

He advocates operation in all cases of fracture of 
the skull. If the fracture is large the edges are 
smoothed off with bone forceps; if the opening is 
not large enough for examination of the wound a 
trephine is done; the toilette of the wound is care- 
fully made, and bone splinters are looked for, but 
sometimes they are overlooked because they have 
penetrated the brain tissue so deeply. Because of 
the danger of infection he touches the brain sur- 
face with a gauze compress slightly moistened with 
dilute tincture of iodine. Drainage was maintained 
for 48 hours with a rubber drain; gauze drains 
were used only when there were extensive lesions 
of the intracranial sinuses. Unless the patients 
were in complete coma chloroform anesthesia was 
given. 

Among the 59 cases there were 26 deaths and 33 
recoveries; that is, 55.91 per cent of cases were suc- 
cessful. The patients were kept under observa- 
tion three weeks or more. In 7 of the cases there 
were lesions of the intracranial venous sinuses, one 
of which was treated by ligation, the others by 
tamponing. Four of these seven died. The ac- 
cessory nasal sinuses were involved in 6 cases, and 
all of them recovered. Two of these patients also 
had injuries of the eye which necessitated enuclea- 
tion. In 8 of the cases there was paralysis: 3 of 
these died, in 2 the paralysis disappeared, in 2 it im- 
proved markedly, and in 1 it persisted. A. Goss. 


Goldstein: Gunshot Injuries of the Brain and 
Spinal Cord (Beobachtungen an Schussverletz- 
ungen des Gehirns und Riickenmarks). Deutsche 
med. Wchnschr., 1915, xli, 215, 250. 


There are three groups of such injuries: (1) those 
that are so severely injured that they die soon 
afterward; (2) those in which the symptoms are 
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very severe at first, but improve in a relatively 
short time and after a few weeks almost disappear; 
(3) those in which the symptoms do not improve, 
and in spite of the best care the patients die after a 
few weeks. Of course only the latter two classes 
are seen in the hospitals. 

Surgeons differ as to the indication for treatment 
of wounds of the brain; many hold that they should 
be left untouched; others, probably fewer in number, 
advocate more active treatment, especially in 
tangential shots. Goldstein favors the more active 
plan of treatment. He describes two cases in 
which the wounds apparently healed well and for a 
time there was improvement in the general con- 
dition; but suddenly fever developed with signs of 
local suppuration and death followed. The sup- 
puration was localized and there was no general 
meningitis. In such cases recovery might have been 
brought about by early operation. In the first 
case there was a bone splinter at the point of injury 
that could not be seen on superficial inspection; if 
the wound had been opened up freely the splinter 
could have been found and removed. 

In injuries of the spinal cord, too, he advises more 
frequent operation. He describes two cases in 
which autopsy showed that operation might have 
been useful. In one there were bone splinters in 
the cord that might have been removed and in the 
other connective-tissue adhesions that might have 
been freed to relieve the cord from compression. 

He advises operation in all cases where there are 
evidences of a transverse lesion and where flaccid 
paralysis with failure of reflexes persists for some 
time. The length of time before operation depends 
in part on the patient’s general condition. If 
this is bad and there are marked bladder disturb- 
ances and severe decubitus, not more than three 
weeks at the most should elapse. Of course opera- 
tion may be in vain if the cord is completely severed, 
and there is no way of telling absolutely from the 
clinical symptoms whether this is true; but the 
prognosis is hopeless in these cases anyway and no 
harm can be done; whereas, by operating, cases will 
be saved in which there is any possibility of cure. 
Operation should always be performed in cases 
where a bullet can be seen in the spinal canal in the 
réntgen picture and the disturbances do not im- 
prove. A. Goss. 


Baumler, C.: Pneumothorax After Injuries of the 
Lung in War (Uber Pneumothorax im spiiteren 
Verlauf von im Kriege erlittenen Lungenverletz- 
ungen). Muiinchen. med. Wehnschr., 1915, \xii, 280, 
327- 

There may be not only a primary pneumothorax 
immediately after a lung injury, but a secondary 
pneumothorax from an inflammatory focus in the 
lung involving the pleura and penetrating the 
pleural cavity. Five typical cases are described. 
An area with a tympanitic sound is observed more 
frequently than in pneumothorax appearing in 
chronic tuberculosis with pleural effusion. This 


tympany is not at the boundary, but in the midst of 
the area of dullness caused by the accompanying 
hemothorax or pleuritic exudate. A metallic 
sound shows that the collection of air is not in the 
lung but in the pleural cavity. In such cases 
spontaneous recovery may take place with an al- 
most afebrile course, even when there is an abundant 
pleural exudate; but if there is a tolerably high 
fever persisting for some time an exploratory punc- 
ture should be made and the fluid examined micro- 
scopically and by culture for bacteria. The blood 
should also be examined for leucocytosis. If 
there is pus or if there are streptococci in the blood 
of the hemothorax, the fluid contents of the thoracic 
cavity should be emptied by rib resection. 
A. Goss. 


Suchanek, E.: The Treatment of Shell Fractures 
of the Femur (Zur Behandlung der Schuss- 
frakturen des Oberschenkels). Wien. klin. Wchnschr., 
1915, XXVili, 32. 


At the von Eiselsberg Clinic the treatment of shell 
fractures of the femur is decidedly conservative. In 
discussing the condition in which the patients 
reach the clinic the author reviews the different 
methods employed for immobilization of the limb 
at the front and the results obtained with the 
different methods. In subcutaneous fractures and 
in fractures with only slight flesh wounds a plaster 
of Paris cast properly applied over two long boards 
and the limb sufficiently padded serves admirably 
for transportation purposes, although the cast 
may crumble as a result of moisture. He warns 
against its use, however, in cases with bad wounds 
or where infection is suspected, as phlegmons 
repeatedly develop and are overlooked until the 
cast is removed. 

The method is rather impracticable at the extreme 
front, as the necessary boards and other supplies 
do not reach the front lines in most instances, and 
the technique of applying the cast is not common to 
ail physicians. The Cramer wire splint and the 
one modified by von Eiselsberg have also proved 
very satisfactory for the transportation of femur 
fractures. 

The treatment after arrival at the permanent 
hospital consists in extension. In cases of longitu- 
dinal displacement this treatment is supplemented 
by the Florschiitz method of suspension and slight 
flexion at the knee, allowing access to the injury 
without moving the limb and without causing any 
pain. 

If on account of lateral displacement a reposition 
of the fragments is not possible by the single trac- 
tion of this method, the Bardenheuer extension 
method is employed, eventually supplemented with 
traction strips according to Ruckert, thus exercising 
traction on the individual fragments. Before 
applying either method X-ray pictures are taken, 
and a later picture is taken before a permanent 
cast is applied. This should not be done too early, 
as phlegmons may develop beneath the cast without 
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any appreciable temperature elevation and may 
cause considerable damage before they are noticed. 
After all flesh wounds are healed, the danger of 
phlegmon over, and the fragments in good apposi- 
tion, a cast may be applied, usually during the fourth 
week of extension. 

The author warns against the more energetic 
measures and against redressment in narcosis as well 
as against the nail extension method of Codivilla- 
Steinmann. The danger of spreading the infec- 
tion in a fracture complicated by phlegmon speaks 
against the former, whereas the danger of infection 
of the drilled canal speaks against the latter. The 
author is well satisfied with the results obtained with 
the conservative method, a good functional result 
being striven for and usually obtained. 

L. A. JUHNKE. 


Engelmann, G.: Technical Aids in the Treatment 
of Gunshot Fractures of the Lower Extremity 
(Einige technische Beihelfe zur Behandlung von 
Schussfrakturen der unteren Extremitét). Wéien. 
klin. Wchnschr., 1915, xxv, 178. 

A tremendous number of splints is required for 
the wounded, and the splints must be very strong, 
simple, and interchangeable. Plaster casts are too 
troublesome to make under war conditions. To meet 
these requirements Engelmann has devised an exten- 
sion splint which is proving very satisfactory. It is 
described and 12 illustrations show the application 
of the principle for patients able to be up and for 
those in bed. For the former the splint consists of 
two strips of metal connected with a ring at the top 
which fits over the thigh as high as it can be pushed 
up against the crotch. It is fastened at the lower 
end with a spike on each side, which is driven into 
the shoe between the sole and the upper, close to the 
heel. A slide and thumbscrew on each strip ad- 
just it to the proper length. The trouser leg is 
slit and cut across above and below the lesion, so 
that it can be turned back and buttoned across the 
back to a row of buttons mounted on the outer 
strip of metal forming the splint. A. Goss. 


Haberer, H. von: Treatment of Infected Gunshot 
Wounds of Bones and Joints (Zur Behandlung 
und Beurteilung infizierter Gelenk- und Knochen- 
schiisse). Med. Klin., Berl., 1915, xi, 179. 

The freedom from infection of wounds of the 
joints in war is remarkable. Those which heal 
without infection far outnumber the infected cases. 
When a splint has not been applied to keep the 
joint immovable, the bandage usually works off 
during the trip to the base hospital and infection is 
inevitable; any kind of a splint prevents this. 

Von Haberer’s experience at Innsbruck has proved 
the folly and danger of draining a joint wound from 
the first. Fixation and leaving the joint alone are 
the best treatment at first; and even when there are 
pains and the joint and lymph glands swell and the 
temperature runs up to 104° F. with small, rapid 
pulse and dry tongue, a few hours’ rest in bed with 
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the limb in good position will often do wonders for 
soldiers exhausted from a long railroad journey. 

Gas phlegmons, of course, call for immediate 
attention, but otherwise operative treatment is not 
required unless the fever, pain, and swelling keep 
up. When such occurs, he punctures the joints 
at several points, and wherever pus or a purulent 
effusion is encountered he makes a small incision 
and introduces a retention rubber drain, rinsing 
out with a 1 or 4 percent solution of formaldehyde 
if the secretions are thick. The functional outcome 
is much better with multiple small incisions than 
when the joint is opened up extensively, and the 
lesion heals fully as well. The dressings require 
changing only when they are too soaked to absorb 
more; moist dressings impede free discharge. 

The author refrains from disturbing the shattered 
bones in the depths of the wound, but applies ex- 
tension or passive movements, as indicated. In his 
50 cases of severe suppurating injury of large joints 
amputation was done in only one case. When there 
is general sepsis, amputation is of no avail. In 
several such cases necropsy showed that the joint 
lesion was healing well; treatment should be directed 
against the septicemia and the patient should not 
be weakened further by a futile operation. He gives 
an illustrated description of several cases treated 
on these principles with complete success. Ex- 
tension in semiflexion with the limb suspended can 
be improvised easily. Secondary gravity abscesses 
must be watched for. A. Goss. 


Marquis, E.: Reduction of the Number of Amputa- 
tions at the Front (La réduction au maximum de 
amputation extemporanée des membres dans une 
ambulance del’avant). Bull. et mém. Soc. de chir. de 
Par., 1915, xli, 502. 


Marquis pleads for the most conservative treat- 
ment possible at the front and the reduction of the 
number of amputations to a minimum. He de- 
scribes 36 cases in which he saved limbs where ampu- 
tation would have been considered necessary by 
many surgeons. Amputation was performed only 
in 16 very severe cases, with 8 recoveries and 8 
deaths. Five patients died without having had 
amputation performed, but two of these died of 
tetanus and could not have been saved, even by 
immediate operation, two were too severely injured 
to stand amputation, leaving only one case in 
which the failure to amputate might have been 
blamed for the death. This was a patient who was 
apparently recovering and died suddenly, evidently 
from embolism. 

The chief danger in conservative treatment is 
that the best moment for amputation may be passed 
by in the effort to save the limb. In order to avoid 
this, the greatest watchfulness is required on the 
part of the surgeon. It takes the patient longer to 
recover, too, and he may sometimes blame the sur- 
geon for minor operations performed to avoid 
amputation; but the final results more than justify 
the added trouble. A. Goss. 
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Marburg, O., and Ranzi, E.: Spinal-Cord Injuries 
Due to Bullets (Uber  Riickenmarkschiisse). 
Wien. klin. Wehnschr., 1915, xxviii, 113. 

The authors report a series of 35 spinal-cord 
injuries treated at the von Eiselsberg Clinic, 
Vienna. Although nothing particularly new is of- 
fered, the conclusions drawn may be summarized as 
follows: 

1. In contradistinction to brain injuries, it is 
essential to wait a considerable time (four or five 
weeks) until the condition has become stationary 
before a laminectomy is performed. 

2. The operation is contra-indicated in the pres- 
ence of pulmonary or abdominal complications; 
likewise if severe suppurative processes or decubitus 
is present near the site of operation; also if the 
case is complicated by a suppurative ascending 
pyelitis. 

3. Mild infection of the urinary tract and granu- 
lating bed sores are not contra-indications. 

4. In spite of the small clinical material pre- 
sented, it is evident that severe direct injuries and 
tangential shots, in contradistinction to indirect in- 
juries, such as compression, oedema, liquor stasis, 
and local inflammation, are hardly adapted to 
radical surgical intervention. L. A. JUHNKE. 


Howell, C. M. H.: Two Cases of Nerve Injuries 
Caused by Bullet Wounds. Proc. Roy. Soc. 
Med., 1915, viii, Neurol. Sect., 38. 


In the first case, that of a patient aged 32, a bullet, 
in November, 1914, entered beneath the middle of 
the clavicle and escaped just below the spine of the 
scapula at the junction of the middle and outer thirds. 
There was immediate loss of power and cutaneous 
sensation in the arm; the latter, however, returned 
rapidly and is normal now. One month later vol- 
untary power began to return to the muscles sup- 
plied by the ulnar nerve with steady improvement. 
Some slight power has returned to the extensors 
and flexors of the fingers and wrist. The muscles 
of the shoulder and upper arm are much wasted. 
There is complete reaction of degeneration in all 
muscles except those supplied by the ulnar nerve, 
and partial reaction of degeneration in the flexors 
of the fingers and wrist. 

In the second case, that of a patient aged 28, 
a bullet, in November, 1914, entered beneath the 
gall-bladder and escaped to the right of the third 
lumbar spinous process, followed immediately by 
loss of power and cutaneous sensation in the right 
leg. At present the patient’s thigh muscles are 
wasted and there is slight power of flexion; there is 
also a slight extension of the knee and there is dorsal 
flexion of the foot. The plantar flexion and flexion 
of the knee are stronger. There is complete anes- 
thesia over the fifth lumbar root area; partial over 
the fourth lumbar and first sacral. Knee and ankle- 
jerks are absent in the right, present in the left. 
The X-ray plate shows a diagonal fracture of the 
body of the third lumbar vertebra. 

Puitiiirs M. CHASE. 
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Auerbach, S.: Treatment of Gunshot Injuries of 
Peripheral Nerves (Zur Behandlung der Schussver- 
letzungen peripherischer Nerven). Deutsche med. 
Wehnschr., 1915, xli, 254. 

There is a great deal of difference of opinion as 
to whether gunshot injuries of the peripheral nerves 
should be treated operatively or conservatively 
and as to how long electrical and mechanical 
treatment should be continued before operation is 
undertaken. From his experience thus far Auer- 
bach is inclined to adopt the following rules: 

1. Those cases are to be treated conservatively 
in which the motor and sensory disturbances are 
slight and in which electrical examination reveals 
only a slight decrease in electrical excitability or 
a partial reaction of degeneration. In such cases 
there is an improvement in function in three or 
four weeks, although complete recovery may take 
eight weeks, or even three months. 

2. Those cases should be operated on in which 
there is complete motor paralysis and complete 
reaction of degeneration. As soon as the wound is 
healed the nerve should be laid bare and its con- 
dition determined and the operative indications 
decided upon. Neurolysis may be performed, em- 
bedding the nerve in sound muscle tissue, or the 
nerve may be enclosed in tubes of various materials, 
or if the nerve-trunk is completely severed nerve- 
suture may be done. If there is extensive loss of 
substance of the injured nerve, one of the various 
plastic operations on nerves may be performed. If 
there is a neuroma, the nerve should be resected 
into sound tissue and a plastic operation performed. 
If there are callous changes, such segments of the 
nerve should be resected. 

3. It is more difficult to decide on treatment in 
the transition cases between the first and second 
group, but Auerbach is inclined in doubtful cases 
to advise exposing the nerve, as it is not a danger- 
ous procedure. If conservative treatment is pre- 
ferred, he would advise that if there is no functional 
improvement in six or eight weeks operation should 
then be performed. 

4. Operation is also indicated in cases in which 
there is severe and long-continued pain. This 
complication is quite frequent. Of course opera- 
tive treatment in all cases must be followed by 
systematic electrical and mechanical treatment. 

A. Goss. 


Seefisch, G.: Gas Phlegmons on the Field (Die 
Gasphlegmone im Felde). Deutsche med. Wchnschr., 
1915, xli, 256. 


Gas phlegmons, which are frequently observed 
after injuries from artillery fire, very frequently lead 
to gangrene, but the prognosis, even when there is 
very great development of gasis not bad if extensive 
incisions are promptly made into healthy tissue. 
Amputation must be performed near the boundary 
of the gangrene, and care must be taken to make a 
useful stump; secondary suture should be performed 
as soon as possible — within the first week. 
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If a gas phlegmon is recognized early and free 
incisions made, gangrene can be prevented. See- 
fisch has treated 12 severe cases of gangrene on these 
principles without losing one, and most of them 
could be discharged within a few weeks with a good 
stump almost completely healed. Of course the 
most of the cases of gas phlegmon, and the severest 
ones, are seen in the field hospitals, where it is 
difficult to give oxygen treatment, because the physi- 
cians are so overwhelmed with the numbers of 
wounded brought in during the day that there is 
no time forit. ‘The cases may be irrigated, however, 
with hydrogen peroxide. A. Goss. 
Boécker, W.: The Treatment of Gas Phlegmon in 

the Field (Die Behandlung der Gasphlegmone im 
Velde). Med. Klin., Berl., 1915, xi, 329. 


The author treats superficial wounds by painting 
the surrounding skin with tincture of iodine and 
irrigating the wounds with 3 per cent hydrogen 
peroxide. Dry dressings should always be used, 
as moist dressings favor the development of bac- 
teria. Pockets and cavities should be kept open. 
Unnecessary dressings and too early transportation 


should be avoided, for rest and fixation are the 
best treatment. During the dry weather of the 
first few months of the war there was little severe 
infection, but after the rains set in and the wounds 
were soiled with mud from the trenches conditions 
were much worse. The percentage of tetanus in- 
fections was very high, and in spite of the adminis- 
tration of tetanus antitoxin, the majority of the 
patients died. 

Gas phlegmon is more unusual. It is distin- 
guished by a copper color of the skin, rapidly increas- 
ing ocdema, and in the worst cases, gangrene. The 
danger lies in the rapidity of its development. The 
mortality is at least four-fifths of the total number of 
cases. Three cases are described illustrating the 
rapidity of development of gangrene. After gan- 
grene has developed amputation is the only treat- 
ment; if the cases are seen early and treatment 
given at once, insufflation of oxygen is effective. 
It is difficult to keep a supply of oxygen at the front, 
but the author suggests than an abundant supply of 
oxygen tanks be kept at a field hospital as near as 
possible to the lines and the wounded rushed to it 
as quickly as possible by automobile. A. Goss. 








GYNECOLOGY 


UTERUS 


Rubin, I. C.: X-Ray Diagnosis in Gynecology with 
the Aid of Intra-Uterine Collargol Injections. 
Surg., Gynec. & Obst., 1915, XX, 435. 

By means of X-rays and collargol injected within 
the urine cavity it is possible to determine the pres- 
ence of intra-uterine tumors and also the patency 
of the fallopian tubes. ‘The amount necessary 
for the injection in the average case is 5 ccm. Or- 
dinarily the injection is painless. When pain oc- 
curs it is due to distention or to excessive pressure 
employed during the injection. This method was 
tried in 8 cases. In 4 cases a to per cent collargol 
solution was used; in 4 other cases a 5 per cent 
solution was used. With the stronger solution 
the X-ray picture was satisfactory. The weaker 
solution was not opaque enough to be of value. 
There were no bad sequel, no adhesions or exudates. 
Menses continued as before the injection. The 
conditions contra-indicating the employment of 
the collargol injection are definitely known as acute 
salpingitis, acute gonorrhoeal endometritis, and post- 
abortive febrile conditions. ‘The method should be 
of value in differentiating intra-uterine from extra- 
uterine tumors; in demonstrating certain malforma- 
tions of the uterus and possibly also of the tubes; 
in determining whether a single or bilateral sal- 
pingectomy had been done on a patient previously 
operated; and in studying true flexions of the 
uterus and maldevelopments. 


Williams, J.'T.: The Réle of the Pelvic Fascia as a 
Uterine Support. Am. J. Obst., N. Y. 1915, 


Ixxi, 575. 


The author states that from close observation of a 
large number of patients suffering from lacerations 
and loss of support incident to injuries received at 
parturition, certain well substantiated facts are 
apparent. 

The first of these is that the perineum and levator 
ani have relatively little to do with the support of 
the uterus. This conclusion follows upon the ob- 
servation that the uterus lies in a distinctly higher 
plane in the pelvis than the perineun and levator 
ani. It is borne out by three facts: (1) that pro- 
lapse and procidentia may occur in women with 
unlacerated perineum and levator ani, and even, 
though rarely, in virgins; (2) by the temporary pro- 
lapse which not infrequently follows upon delivery, 
often without perineal tear; and (3) larger rec- 
toceles and complete perineal tears may exist 
without prolapse of the uterus or bladder. 

That the external perineum has little to do with 
the support of the rectum and posterior vaginal wall 


is shown by the fact that complete tears are not 
necessarily accompanied by rectocele. But rec- 
tocele may occur when the levator is injured, even 
though the external perineum remains intact. 

In the nulliparous woman, the cervix is fixed at a 
point high in the pelvis, the corpus being more or 
less movable upon the supravaginal cervix as a 
pivot. When prolapse occurs the cervix becomes 
equally movable with the corpus. Prolapse of the 
uterus is always associated with prolapse of the 
bladder. 

From these clinical facts two conclusions are 
drawn: (1) The support of the uterus and bladder 
are closely connected or identical. (2) The uterus 
receives its support at the level of the supravaginal 
cervix. 

The author gives a careful description of the 
pelvic fascia and has attempted to set forth a simpler 
conception of this structure than the one described 
by Webster. C. H. Davis. 


Jacoby, A.: Pituitary Extract in Uterine Bleeding. 
Med. Rec., 1915, 1xxxvii, 226. 


The author enumerates the common causative 
factors in uterine bleeding, both constitutional and 
local. He states that theoretically the uterine 
bleeding is due to an increase in the stimulating 
agent which causes the normal menstrual flow 
which is found in the internal secretion produced 
by the ovaries. 

For the control of the bleeding, Jacoby used 
pituitary extract in 1 ccm. doses every other day 
until 10 doses were given. He reports uniformly 
successful results in 15 cases treated in this way. 
Several of the patients complained of cramps in 
the lower abdomen and of occasional nausea. One 
patient complained of vomiting and diarrhoea, which 
disappeared when the dose was diminished. 

Among the conditions in which the injections 
were used were anemia, threatened abortion, 
hypertrophy of the endometrium, fibrosis uteri, 
fibroids, subinvolution, retroversion, disease of the 
adnexa, parametritis, and certain cases following 
vaginal operation with anterior fixation of the 
uterus. 

The 15 cases are tabulated to show the menstrual 
history, diagnosis, number of injections, and re- 
sults. S. A. CHALFANT. 


Lockard, L. B.: Nasal Treatment of Dysmen- 
orrheea. Colo. Med., 1915, xii, 110. 


The author mentions several instances which 
tend to prove the relationship existing between the 
genital organs and the nose; this relationship, as 
described by Fliess, is limited to certain points, 
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which he termed ‘genital spots:’’ the tuberculum 
septi and anterior inferior turbinal on either side. 
In a series of experiments on young animals by 
Knoblauch and Roeder he states that destruction 
of these so-called genital spots resulted in the an- 
imals as well as the controls growing, but they 
remained sexually indifferent and their genital 
organs remained practically rudimentary. 

Fliess in 1897 was the first to call attention to 
the frequent cure of dysmenorrhoea by intranasal 
treatment; he found that during such an attack 
the application of cocaine to the genital spots 
would control the pain in the back and abdomen, 
and in many instances the headache would disap- 
pear; if only the turbinal were anesthetized the head- 
ache ceased, but not the abdominal pain; if one side 
of the nose was treated the pain on the opposite 
side was controlled. This localization, however, 
has not been substantiated by other observers. 

In several of the author’s cases, nasal treatment 
has resulted in relief of menstrual pains without the 
patient being aware that this object -was sought. 
In April he made an effort to communicate with 
all patients treated since April, 1910, with the 
following results: in 18 instances no report could 
be obtained; 22 cases reported that they were 
absolutely cured; 7 of the older cases reported vast 
improvements, and only 5 in addition to the 15, 
which were not relieved immediately, reported no 
benefits; in view of these results, he argues that the 
treatment is certainly feasible. W.D PxIiirs. 


Aschheim: Glycogen Content of the Uterine 
Mucosa (Uber den Glykogengehalt der Uterus- 
schleimhaut). Zentralbl. f. Gyndk., 1915, Xxxix, 65. 


The deposition of glycogen in the uterine mucosa 
of the sexually mature woman is a physiological 
process and is in relation with the menstrual ana- 
tomic changes occurring in the mucosa. In the 
glands of the post-menstrual period and in those of 
the first half of the interval period the glycogen is 
absent. With the onset of the secretory activity 
during the last days of the interval glycogen appears 
along with some albuminous secretion in the glands 
of the mucosa, which remains with the mucus for 
some time. The stroma-cells also contain glycogen 
during the premenstruum, likewise the surface 
layer of muscle. During menstruation glycogen 
is expelled just like the mucus, and after cessation 
of the menses is present only in a few persisting 
premenstrual glands. If pregnancy sets in, the 
glands and stroma-cells retain their glycogen-form- 
ing, just as they do their mucus-forming, function. 

In regard to the significance of glycogen a few 
words may be said. In general there are two kinds: 
the anchored glycogen, occurring in epithelium and 
cartilage and in tissues having a poor blood supply, 
and the depot glycogen which is found in the liver 
and muscles. Here it is either split up further, as 
nutrition demands, or is stored as food. During 
pregnancy the glycogen in the glands probably 
is a food stored there and in the decidua ready for 
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immediate consumption by the embryo. The pres- 
ence of glycogen in the uterine mucosa must cer- 
tainly not be considered as pathological. Cases of 
sterility without definite cause should be examined 
for the glycogen content of the uterine mucosa dur- 
ing the premenstrual period. L. A. JUHNKE. 


Bissell, D.: A Contribution to the Study of Mov- 
able Retrodisplacements of the Uterus. Am. 
J. Obst., N. Y¥., 1915, Ixxi, 561. 


The author considers that the axis of rotation of 
the uterus is located near the meeting of the long 
axis of the corpus with that of the cervix. The 
uterus may rise or fall, move anteriorly or posterior- 
ly, and remain within the limits of normal motion 
so long as its axis of rotation keeps within an 
imaginary circle of 2 cm. more or less in diameter, 
the center of which is located near the intersec- 
tion of the long axis of the cervix with that of the 
corpus when the uterus is in an extreme anterior 
position. The center of this circle does not vary. 
The axis of rotation changes with every change 
in the position of the uterus. The anterior limit is 
normally reached when the bladder is empty, and 
the posterior when it is full. 

The uterus is supported and maintained in its 
central pelvic position chiefly by the fibrous con- 
nective and non-striated muscular tissue which 
completely encircle, the lower segment about the 
junction of the corpus and cervix. These tissues 
radiating in all directions are connected directly 
and indirectly with the surrounding bony frame- 
work, and constitute what is known as the pelvic 
fascial diaphragm. This fascial diaphragm is the 
first and chief barrier to the descent of the uterus, 
while the muscular floor constitutes the second line 
of defense. This diaphragm may be divided into 
three groups of tissue, and in addition to their com- 
mon function of supporting the uterus, each group 
possesses an individual action. The tissues radiat- 
ing posteriorly limit the forward excursions of the 
lower uterine segment. Those radiating anteriorly 
blend with the base of the bladder and the anterior 
vaginal wall and limit the posterior excursion of the 
lower uterine segment, while those radiating laterally 
limit the lateral motion of the lower segment and the 
descent of the entire organ. 

The ability of the pelvic fascial diaphragm to re- 
store and maintain the uterus in the extreme an- 
terior or horizontal position is the key to the entire 
situation. 

So long as the uterus is in the standard position 
all forces directed from above upon it and its ad- 
jacent structures are shared equally by the group of 
tissues constituting the fascial diaphragm, but as 
the corpus recedes the distribution of the forces 
becomes more and more unequal and the liability 
to permanent loss of equilibrium is greater and 
greater. Nature has provided the round, broad, 
and uterosacral ligaments as additional safeguards 
to be called upon when the loss of equilibrium is 
threatened. C. H. Davis. 
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Solomons, B.: Chronic Fixed Retroversion of the 
Uterus; a Plea for Operation. Med. Press & 
Circ., 1915, Xcix, 160. 

The author urges operation by the abdominal 
route as the treatment of choice in these cases. 
He gives the symptoms of fixed retroversion as 
anwmia, menstrual disturbances, frequent micturi- 
tion, backache. constipation, a feeling of weight 
and bearing down in the pelvis, and occasionally 
intermittent abdominal pain due to the adhesions. 

Palliative treatments are unsatisfactory, as they 
rarely or never cure, keep the patient a chronic 
invalid, and at best necessitate a pessary life with 
all its disadvantages. 

Operative treatment by the vaginal route is also 
unsatisfactory, on account of the small working 
space, the difficulty of hamostasis, and the danger 
of bowel injury. 

Solomons advises a preliminary curettage and 
repair of lacerations. ‘The abdomen is then opened 
from above, the adhesions separated, necessary 
attention given to the adnexe, and the uterus fixed 
forward either by suspension or by one of the round 
ligament operations. Raw surfaces should be 
covered, the appendix examined, and removed if 
necessary, and search made for Lane's kink or Jack- 
son’s membrane. When drainage is necessary, the 
best method is by iodoform gauze through the 
cul-de-sac. 

While pregnancy is not common in these cases, 
it does occur and is liable to cause serious trouble. 
The author reports a case operated upon when two 
or three months pregnant and concludes that the 
only satisfactory treatment of chronic retroversion 
of the uterus fixed by adhesions, whether the uterus 
be pregnant or not, is to free the adhesions by the 
abdominal route and suspend the uterus. The 
prognosis, both immediate and remote, is excellent. 

S. A. CHALFANT. 


ADNEXAL AND PERIUTERINE CONDITIONS 


Wallart, J.: Studies in Regard to the Nerves of the 
Ovary and Especially of the Interstitial Gland 
(Studien iiber die Nerven des Eierstocks mit 
besonderer  Beriicksichtigung der interstitiellen 
Driise).  Zlschr. f. Geburtsh. u. Gyndk., 1914, |xxvi, 
No. 2. 

The author examined a large series of ovaries of 
humans, rabbits, guinea pigs, cats, and dogs in 
regard to the nerve supply. The entrance of the 
nerves into the ovary is at the hilus between the 
vessels. There the nerve bundles divide into 
numerous branches for vessels and muscles and for 
the cortex of the ovary. A few single branches do 
not divide but retain their caliber throughout 
the entire medulla. In the cortex of the ovary there 
is a dense plexus of fibers, medullary as well as non- 
medullary. The nerve supply to the ovary is more 
abundant than in most parenchymatous organs. 
The musculature of the ovary is supplied as abun- 
dantly as the vessels. Neither in the follicles in the 


human nor in the investigated animals were fibers 
seen to enter between the cells of the granulosa 
layer. 

The corpus luteum at the height of its develop- 
ment is but poorly supplied with nerve-fibers, 
whereas during the retrogressive stage it is abun- 
dantly supplied. The interstitial gland of the 
human as well as of the animal shows an extremely 
abundant network of nerve-fibers not only during 
the height of development but also during the retro- 
gressive and end stage — so-called corpora fibrosa. 
From this fact it may be concluded that the inter- 
stitial gland of the ovary serves the organism in a 
manner which gives the ovary a neural and tumoral 
correlation to the other organs. In regard to the 
nerve-endings in the ovary nothing definite can be 
stated from the present investigations; at any rate 
there are many nerve-fibers ending in the stroma 
without any special end organ development. 

In the tracts of the nerve-bundles and nerve- 
fibers of the ovary there are numerous and variable 
cells or cell-like structures included which are closely 
analogous to ganglion cells. Even though the 
probability is great that these structures are genuine 
ganglion cells, so far no proof can be advanced 
that such is the case. L. A. JUHNKE. 


Porter, M. F.: Sarcoma of the Ovary. J. Indiana 
St. M. Ass., 1915, viii, 119. 

The author’s paper is based upon a comprehen- 
sive study of the literature of the subject, including 
a study of 26 reported cases, besides a review of 
3 cases occurring in the author’s practice. 

The first patient, aged 38, complained of abdom- 
inal pain; constipation in the last five weeks; 
menses regular. The tumor, noticed first about 
five weeks before, was the size of a seven-months’ 
pregnancy, nodular and cystic. At operation the 
abdomen was opened but the tumor was not re- 
moved, as it was thought the operation could do the 
patient no lasting good. ‘The patient left the hos- 
pital at the end of a month unimproved, and no 
further history of her could be obtained. 

In the second case the patient, aged 15 years, 
had had a tumor for a year; had pain in the chest; 
was very much emaciated, and the abdomen was 
larger than a pregnancy at term. Many adhesions 
were found at operation; the tumor involved both 
the uterus and the adnexe on both sides, and 
weighed nine pounds, besides a large amount of 
fluid which was not estimated. The patient was 
in perfect health six months after operation. The 
microscopic diagnosis was large round-celled sar- 
coma. 

In the third case the patient, aged 18, had been in 
general good health, but had noticed an abdominal 
growth during the last few weeks. She had no 
pain or other symptoms. At operation the mass 
proved to be a fibro-sarcoma of the left ovary. 
The patient is well now after 20 years, is married, 
and has had several children. 

The author believes many cases of sarcoma of the 














GYNECOLOGY 


ovary are overlooked because of incomplete micro- 
scopical study, and for the same reason many 
ovarian tumors are diagnosed as sarcomata when 
they are not such at all, Averaging the percentages 
shown by sixteen observers in a series of over 3,000 
cases of ovarian tumors we find the incidence of 
sarcoma to be 5.08 per cent. Sarcoma of the ovary 
is bilateral in about 17 per cent of all cases. It is 
especially likely to occur in the extremes of life. 
This sort of sarcoma is usually of rapid growth. In 
many cases the tumors reach the size of a seven- 
months’ pregnancy in six weeks. They are usually 
firm and solid on palpation. 

Concerning the complications met with, the author 
mentions ascites, though this may be found with 
carcinoma as well. In 168 cases referred to by 
Lippert, 7 showed adhesions, 11 had ascites, there 
was sarcoma of the uterus in one, parovarian cyst 
in one, and metastases in 4. Sutton has pointed 
out that in dermoids of the ovary masses of tissue 
are found which cannot be distinguished from sar- 
comatous tissue. The coexistence of sarcoma and 
carcinoma in the ovary is rare. All varieties of 
sarcoma have been found in the ovary. In the 
author’s table the average age for the round-celled 
cases is a little less than 26 years; for the spindle- 
celled cases a little more than 41 years, and for the 
endothelioma 40 years. It is generally thought 
that round-celled sarcoma is more common in the 
young and spindle-celled tumors in adults. 

The diagnosis of ovarian sarcoma is seldom made 
except at operation. Ovarian tumors occurring 
in girls under 15 are quite likely to be sarcomata, 
and if bilateral it is highly probable that they are. 
Bilateral solid ovarian tumors in children are usually 
sarcomata. Great rapidity of growth of a tumor 
or a period of rapid growth following a period of 
very slow growth in a tumor of stationary size 
should lead one to suspect sarcoma. Pain is a 
common symptom. Amenorrhoea, menorrhagia, or 
metrorrhagia are more common in sarcoma than 
in benign tumors of the ovary. Unless relieved by 
treatment, sarcoma of the ovary always terminates 
fatally. The prognosis is less favorable in children 
than in adults. Death occurs from involvement 
of other organs by metastases and by implantation. 
The mortality of the operation, per se, is also much 
higher in children than in adults. The prognosis 
is best in fibrosarcoma. The author advises opera- 
tive treatment, even in apparently hopeless cases, 
in the hope of prolonging life and comfort. The 
use of Coley’s fluid, arsacetin, and X-rays are recom- 
mended in such cases to help control the met- 
astases. 

In conclusion, the author says that the operation 
in sarcoma of the ovary offers a good chance for a 
permanent cure; that late operation rarely cures 
but usually gives relief and prolongs life, and that 
some seemingly hopeless cases have been benefited 
and cured for some months at least by operation 
and the use of Coley’s fluid and by the combined 
use of the X-rays and arsacetin. C. D. Hoimes. 
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Smith, F. H., and Motley, J. C.: Sarcoma of Both 
Ovaries in a Child of Three Years. Surg., 
Gynec. &F Obst., 1915, XX, 410. 

Double ovariotomy performed upon a child of 
3 years for bilateral tumor of the ovaries, in October 
1912, led to a search of the literature for like cases. 
Bilateral involvement in young children is rare, 
only 6 cases being recorded: one each of dermoid at 
11% years by Legueu; carcinoma at 14 years by 
Kouznetsky; teratoma at 14 years by Kartuschan- 
skaja; sarcoma at 13 years by Croom; sarcoma in a 
foetus of 734 months by Doran; and carcinoma, at 
first exploration unilateral and at third operation 
three weeks later bilateral, in a child of 12 years 
by Martland. 

The most complete compilation of recorded cases 
noted are: by Jochmann, 1898, who recorded 20 
cases of solid tumors; by Hubert, 1901, recording 
175 cases of cystic and solid tumors to the age of 
17 years; and by Wiel, 1904 and 1905, recording 
60 operated cases to the age of 10 years. In none 
of these is a bilateral case reported. 

All strikingly agree as to the frequency of malig- 
nancy in children, varying in the several estimations 
between percentages of 31.8 and 34.2. Cystadeno- 
ma and embryoma are the most common tumors in 
childhood. 

Post-operative mortality figures are unreliable, 
because many must have died later from recurrences 
and metastases. The available figures indicate a 
death-rate of 50 to 60 per cent. 

The case now recorded is that of a white girl of 
3 years, ailing a month with vague abdominal symp- 
toms, which finally culminated in symptoms of 
partial obstruction, and three days before the dis- 
covery of two solid, sausage-shaped abdominal 
masses. Operation was proposed to relieve the ob- 
struction, the identity of the masses being missed 
because of the rarity of the condition. Solid tumors, 
supposed to originate one from each ovary, were 
removed, after separating intestinal adhesions. 

Pathological study by Willis of Richmond, Vir- 
ginia, and Louis B. Wilson of Rochester, Minnesota, 
showed the tumors to be parovarian embryomata 
with sarcomatous (mesoblastic) tissues predominat - 
ing. Upon this finding recurrence was predicted. 
Five months later the child returned with a general- 
ized abdominal sarcomatosis, with death following 
seven months after operation. 


Colombino, C.: Transplantation of Ovaries in the 
Human (Uber Transplantation der Ovarien beim 
Menschen). Gyndk. Rundschau, 1914, viii, 705. 

The author reports a case of autoplastic trans- 
plantation of the ovary in a young woman of 25, 
in whom a double tubo-ovariectomy was performed 
and the ovary placed in the inguinal region. Seven 
months later the uterus was removed for prolonged 
bleeding. Ten months later the patient returned 
to the hospital complaining of periodic swelling and 
pain over the site of implantation every 4 weeks 
lasting 3 to 4 days. On examination a small cystic 
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tumor the size of a walnut was palpable. On 
aspiration a tablespoonful of clear fluid was with- 
drawn. Asthe fluid re-formed and the pains increased 
the entire implanted and cystically degenerated 
ovary was extirpated. Symptoms of castration 
developed and were but poorly influenced by ovarian 
extract and bromides. L. A. JUHNKE. 


Stoeckel, W.: The Extraperitoneal Displacement of 
the Tubes as a Method of Sterilization (Die 
extraperitoneale Tubenverlagerung als Methode der 
Sterilisierung). Zentralbl. f. Gyndk., 1915, xxxix, 
101. 

The author describes a method of sterilization in 
which he proceeds as though performing an Alexan- 
der-Adams operation: opens the peritoneal cavity, 
brings the tube through the opening and the hernial 
ring and places it extraperitoneally between the 
abdominal muscles and the anterior abdominal 
fascial sheath. The technique is very simple: 
incision as for an Alexander-Adams operation; the 
fascia are separated, the diverticulum of Nuck 
is opened, an instrument is introduced into the 
abdominal cavity, and the tube brought out. ‘The 
tube is pulled out as far as desired and the peritoneal 
opening is sutured around it with very fine sutures. 
By this method three-fourths of the tube can be 
brought outside the peritoneum. This extraperi- 
toneal part of the tube is brought between the ante- 
rior fascial layer and the abdominal muscles, the 
fimbriated end being carried outward near the pelvic 
wall. The ovaries remain intraperitoneal. To 
prevent traction on the tubes the round ligament is 
drawn out and anchored to the fascia. Sensitive- 
ness of the tubes so placed does not exist. 

As he has only performed the operation on one 
case the author can state nothing definite regarding 
the results. The method must have further trial 
before it can be declared either practical or not. 
That it leaves a possibility of returning the tube 
to the abdominal cavity if later desired, and so 
creates the possibility of a future pregnancy taking 
place, is in its favor. Whether the tube will remain 
patent in its new location remains to be determined. 

L. A. JUHNKE. 


Wilcox, S. F.: Plaiting the Round Ligaments. 
Surg., Gynec. &F Obst., 1915, xx, 483. 

The procedure is a modification of the one de- 
vised by Martin of Chicago. 

After doing any necessary vaginal work, the 
round ligaments are dissected out through short 
vertical incisions running directly upward from 
the spines of the pubis. The edges of the muscles 
and the aponeurosis of the external oblique are 
brought together with a continuous suture of 
kangaroo tendon. 

Then the tissues above the pubis are penetrated 
from one wound to the other by sharp-pointed for- 
ceps which carry the distal end of one ligament; 
as the forceps are withdrawn they carry back the 
other ligament, so that the two ligaments lie side by 
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side. Then the distal end of each ligament is made 
to pierce the large end of the other several times and 
may be carried back through itself. They are 
held in place by a few loose sutures of 1o-day 
chromic gut, and the wounds are closed. 

The advantages are: 

1. The uterus is held in position by its natural 
supports. 

2. The ligaments enlarge with pregnancy and 
undergo normal involution after parturition. 

3. The ligaments are simply advanced — not 
shortened. 

4. The abdomen is not opened; however, if neces- 
sary, one incision can be extended and the appendix 
removed or the pelvic adhesions broken up. 


Recasens, S.: Diathermia in the Treatment of 
Diseases of the Adnexa (Die Diathermie als 
Behandlungsmittel bei adnexialen Entziindungen). 
Monatschr. f. Geburtsh. u. Gyndk., 1915, xti, 130. 

Recasens reviews the changes that have taken 
place in the treatment of inflammations of the 
uterus and adnexa. The radical surgical treat- 
ment that has predominated for a good many years 
is now yielding to more conservative methods. The 
beneficial effect of heat in these conditions has long 
been known, but the problem was to apply the 
necessary degree of heat to the affected parts without 
injuring the overlying tissues. This can now be 
accomplished by means of direct high-frequency 
electrical currents applied to the diseased tissues. 

The technique varies according to the nature and 
intensity of the pathological process to be treated. 
The effect of the hyperemia induced by the treat- 
ment is best in cases of subacute pelvic peritonitis 
with no pus. One electrode is applied to the 
lumbosacral region and another of the same form 
to the abdomen. A current is thus produced that 
runs from before backward and produces hyperemia 
in all the organs of the pelvis. It is important in 
these very extensive processes to use very large 
electrodes and to apply them directly to the surface 
of the skin. The heat should be developed slowly 
and progressively and should be continued for 30 
to 40 minutes. In many cases the posterior elec- 
trode is replaced by a very large vaginal one which 
produces an ascending current, bringing about a 
complete change in the circulation of the organs 
lying between the two electrodes. In chronic pro- 
cesses with pus formation the effect is not so marked. 
Although the treatment has a striking effect on 
the pain, Recasens has never been able to see that it 
decreased the size of the tubal abscess. 

The results are striking in chronic salpingo- 
obphoritis with adhesions. After a few treatments 
the uterus is freely movable without pain. In 
chronic parametritis the results are also excellent. 
The exudate is absorbed so rapidly that Recasens 
thinks it a great mistake not to use diathermia in 
such cases. In addition to overcoming pain and 
causing absorption of the exudate, he thinks it is 
not claiming too much to say that it decreases 
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the virulence of the bacteria. He thinks this is 
true not only of gonorrhceal but also of tubercular 
processes. A. Goss. 


EXTERNAL GENITALIA 


Powell, C.: Extensive Destruction of the Vulva 
and Adjacent Tissues Probably Due to Pneu- 
mococcic Infection. J. Am. M. Ass., 1915, lxiv 
1230. 

The case of a white woman, aged 48, is reported. 
The patient was married at 16 and had been a widow 
for 27 years. She had never been pregnant. Men- 
struation occurred regularly every thirty days, a 
normal four-day flow. 

Her trouble began two weeks before admission to 
the hospital, when a vulva pad worn during her 
menstrual period chafed and irritated the parts. 
A week previous she had procured some medicine 
from a physician to be used locally as a wash. She 
was positive that the wash did not smell of carbolic 
acid. Two days before admission to the hospital, 
the labia became greatly swollen, painful, and dark 
colored. The patient on admission was thin, pale, 
emaciated; temperature 100.2°, pulse about 100; 
bowels constipated; appetite and digestion good. 
The urine contained a trace of albumin, a few hy- 
aline and granular casts, and some pus-cells; sugar 
was absent. A Wassermann test was negative. 
There was no glandular involvement. External 
examination of the genitals revealed an extensive 
foul-smelling ulceration, partly covered with a 
black necrotic mass. The area involved extended 
from above the pubic promontory to below the anus 
and, laterally, well outside of the labia majora on 
the inner surface of the thighs. 

Under anesthesia, an examination of the pelvic 
organs was made per vaginum. The uterus, tubes, 
and ovaries were apparently normal, as was also 
the vagina. 

The necrotic mass was snipped off with scissors, 
showing an extensive destruction of the underlying 
fat and connective tissue, leaving the perineal mus- 
cles and lower two inches of the rectum exposed. 

Pure carbolic acid was swabbed over the raw 
surfaces followed immediately by alcohol, and a 
dusting powder of equal parts of iodoform and boric 
acid was applied. 

The laboratory report of cultures made from the 
necrotic mass and smears taken from the raw sur- 
face showed large numbers of pneumococci present, 
with a few streptococci. No spirilla were demon- 
strated. 

The subsequent treatment of the case consisted 
of cleansing once daily, with a weak solution of 
hydrogen peroxide and the application of iodoform 
and boric acid powder. The patient was kept in 
bed. After the removal of the slough, the tempera- 
ture dropped to normal, where it remained during 
convalescence. It was necessary to catheterize 
the patient every eight hours for ten days. 

Healing progressed steadily; at the end of the 
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fourth week almost the whole of the ulcerated area 
had filled in and healed over. There was a sur- 
prisingly small amount of scar tissue visible, the 
normal skin seemingly having covered the greater 
part of the denuded area, growing in from the 
edges. Epwarp L. CorneLt. 


Drueck, C. J.: Leucorrhoea. Chicago M. Recorder, 
1915, XXXxvii, 228. 


Vaginitis and its associated vulvitis is the most 
common pelvic disease causing leucorrhoea. The 
infection, which is usually gonorrhoeal, although it 
may be due to other causes, may remain localized 
to the vulvovaginitis or it may spread rapidly to the 
uterus, tubes, and peritoneum. 

Gonorrhceal vaginitis presents a profuse yellowish 
discharge and a feeling of fullness and dragging. In 
the vaginitis due to pregnancy and old age the tissues 
are hot, red, and swollen. The discharge is curdy 
and causes intense itching. In the senile vaginitis 
localized areas of the vaginal wall sometimes are 
abraded and the denuded surfaces may adhere, thus 
forming septa in the vagina which obliterate its 
lumen. 

Hot douches of 1 per cent borophene flush away 
the debris and stimulate regeneration. ‘The water 
should be 105° F. and a little more hot water added 
after one-fourth of the solution has been used, thus 
raising the temperature to 120° F. In the office 
treatment a douche is given, the vagina carefully 
dried out, and all visible mucopus removed. Then 
borophene powder full strength is insufflated care- 
fully covering all of the vagina. This powder re- 
mains twelve hours and is then followed by another 
hot douche. This treatment is repeated in three 
days. In the virulent types where the powder 
treatment is not sufficient, the vagina and cervix 
should be swabbed carefully with 10 per cent silver 
nitrate, and the powder treatment continued later. 
Sometimes a single course of this treatment will 
affect a cure, or a repetition may be required. If 
another course is necessary an interval of a month 
should intervene. 

In nearly all cases a cervicitis needs attention after 
the vaginitis has disappeared. A mucopurulent 
secretion chokes the cervical canal and flows into 
the vagina. This discharge is distinguished from 
other forms of leucorrhea by its stringy, white-of- 
egg appearance. 

The treatment of this stubborn condition re- 
quires much detailed attention. The cervix is 
exposed and wiped thoroughly clean. The mucous 
plug is removed and the canal after being wiped 
clean is slightly dilated. Cysts are opened widely 
and drained and, if large, are curetted. A Bamet 
suppository is crowded into the opening of the 
canal, retained with a tampon and left for 12 hours; 
this is followed by the use of the above-mentioned 
hot douches each night and morning. The treat- 
ment is repeated twice each week. 

In some cases the infection passes into the uterus 
and sets up an endometritis and metritis. Each 
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case presents its own peculiarities. Suppression of 
the lochia or menstruation always betokens serious 
infection. The discharges destroy the spermatozoa 
and the women are usually sterile, or if conception 
occurs the endometrium furnishes poor support to 
the ovum, and abortion occurs early. Acute cases 
require rest, salines, a plain absorbable diet, hot 
sitz baths, and vaginal douches. 


Zweifel, E.: The Treatment of Leucorrhoea (Zur 
Behandlung des Fluor albus). Med. Klin., Berl. 
1914, No. 47. ’ 

The following treatment has given results in the 
treatment of leucorrhoca resulting from catarrh of 
the cervix and vagina. He introduces a tampon 
saturated with a 50 per cent sugar solution, followed 
by irrigation with two tablespoonfuls of hot water, 
the patient in the a recumbent position. Improve- 
ment is noticed after 8 or ro days. Later the cervix 
is scarified with formalin. Even still better re- 
sults are obtained with douches of 0.3 to 0.5 per cent 
of lactic-acid solutions, especially if the cervix 
erosions are first swabbed with a 5 per cent silver 
solution. The author found that leucorrhora was 
stopped quicker by this method than by any other. 

L. A. JUHNKE. 


Ruge, E.: Experiences Derived from the First 
Twenty-Two Cases of Vaginal Operations 
Performed Under Parametric Infiltration 
Anesthesia (lrfahrungen an den 22 ersten Fiillen 
von vaginalen Operationen in parametraner Leit- 
ungsaniisthesie). Mainchen. med. Wcehnschr., 1914, 
No. §2. 


The author refers to a previous communication 
appearing in 1912 in which he reported two cases of 
vaginal extirpation of the uterus performed under 
parametric infiltration anesthesia. Since then he 
has performed 17 more and 3 operations for retro- 
flexio uteri. Although he refers to the above com- 
munication for the details of the technique, the meth- 
od consists in the injection of 1 to 2 per cent novo- 
caine into the parametric tissue and into the ante- 
rior and posterior vaginal wall. To 100 ccm. of 
the novocaine solution is added 5 drops of a tr 
per cent suprarenal solution. The injection of the 
solution into the auto- and post-vaginal wall, accord- 
ing to recent experiments, is unnecessary; it how- 
ever shortens the time for complete anzsthesia. 
The injection into the bladder and the swabbing 
out of the vaginal mucosa with the solution is like- 
wise superfluous. On the evening before the opera- 
tion 0.5 gm. veronal is given and one hour before 
the operation one-sixth grain morphine. The author 
has had only one failure. He believes there are 
individuals in whom novocaine fails to act. He 
had an experience of this kind while extirpating a 
lipoma on a patient and again two years later while 
performing a small operation on the little finger 
of the daughter of the same patient. 

The author attributes the complete insensitive- 
ness of the rectum and bladder wall after the parame- 
tric infiltration to the diffusion of the solution affect- 
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ing sacral branches which supply the bladder and 
rectal wall. 

Inflammatory conditions of the parametrium are 
considered as contra-indications, as organisms may 
be diffused. In all cases in which general anesthe- 
sia is contra-indicated or is to a certain extent risky 
the parametric infiltration anesthesia may be 
employed. Vaginal extirpation of the uterus in 
highly cachetic or anemic patients is the principal 
indication for the method. L. A. JUHNKE. 


Robinson, W. J.: Gonorrhoea in Women. Med. 
Rec., 1915, 1xxxvii, 634. 


In a general way, the author compares gonorrhoea 
in women and men, and gives his methods of treat- 
ment for the same. 

While it must be extremely rare for a man to 
go through an attack of acute gonorrhoea without 
being aware of its presence, a woman, on the other 
hand, accustomed to having a leucorrhoeal discharge 
of greater or less degree and various premenstrual 
pains, many of which are severer than those of 
gonorrhoea, may never be aware of the acute stage 
of the disease. A woman infected by a man suffer- 
ing with chronic gonorrhoea usually has likewise a 
subacute or chronic gonorrhoea. While a gonor- 
rhoeal salpingitis usually comes after a matter of 
months, it may occur within a few hours. In an 
acute case the symptoms may be very severe. 
Where the tubes are involved the condition may 
simulate a general peritonitis. 

In treating gonorrhoea in a female it is just as 
important to know what not to do, as to know what 
to do. If possible the infection must be kept from 
spreading through the internal os to the tubes, 
the endometrium, and the peritoneum. Once the 
disease has passed the internal os, the treatment is 
very unsatisfactory. 

The general treatment of acute gonorrhoea can be 
expressed in one word, “‘rest.””, The woman should 
be put to bed for a couple of weeks. Coitus spreads 
the infection through the internal os and must be 
interdicted. The diet is not important except to 
omit spices, alcohol, etc. 

If the urethra is involved, balsams, hyoscyamus, 
and the alkalies should be given. The author 
advises local treatment by douches and supposito- 
ries at home, and treatments applied by a physician. 
With the patient in the recumbent position on a 
douche pan, he has the patient use the douche 
four times a day when the discharge is profuse; 
as it becomes less abundant, two or three times, or 
even once a day is sufficient. He prefers douches 
either of tincture of iodine 1 to 4 drams in two 
quarts of hot water, lactic acid 1:500 or 1:1000, or 
4 ounces aluminis, 1 ounce zinc sulphatis, 4 drams 
cupri sulphatis. Use 4 drams in 1 or 2 quarts of 
water. If the case is severe he sometimes uses a 
suppository at night of 4 grams protargol, or 1o-gr. 
bacillus bulgaricus tablets. In the office he touches 


any inflamed or eroded vulvar or vaginal points 
with 10 to 50 per cent silver nitrate; he expresses 
from Bartholin’s glands and ducts any pus they 
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may contain, and the ducts are injected with a to 
per cent silver nitrate solution; for the cervix, 
tincture of iodine alone is used, and the cervical 
canal is carefully treated in the same way up to 
about the internal os. ‘ Endometritis and salpin- 
gitis are best treated by rest, hot or cold applica- 
tions to the abdomen, and tampons saturated in 
glycerite of boroglycerine, ichthyol-glycerine or 
thigenol-glycerine. Strong caustics and curettage 
are harmful in these conditions. Hot salt baths 
are good in aiding in the absorption of exudates. 
The author is not very favorable to the treatment of 
these conditions by vaccines, though he does think 
they may be of some value in such local conditions 
as salpingitis. C. D. Hotmes. 


MISCELLANEOUS 


Kowarschik, I., and Keitler, H.: Diathermy in 
Gynecologic Diseases (Die Diathermie bei gynii- 
kologischen Erkrankungen). Waien. klin. Wehnschr., 
1914, No. 41. 

The authors have obtained excellent results with 
diathermy in various gynecologic affections. Re- 
cently they have been using lead foil as electrodes. 
These electrodes are placed firmly against the body 
anywhere and are superior to the wet electrodes. 
One electrode is placed over the small of the back 
and the other on the abdomen, or a lead-foil belt 
11 cm. wide is placed around the body and a special 
metallic vaginal electrode is introduced into the 
vagina. The indication for the treatment is offered 
by all cases in which heat is indicated. 

Diathermy acts as an absorbing agent; it should 
not be employed in acute processes and in the pres- 
ence of pus or during hemorrhages. The pain- 
relieving influence of the treatment is an important 
feature; only in the beginning an aggravation of the 
pain is seen occasionally. One advantage of the 
treatment is that no strain is placed upon the heart. 
Out of 42 cases in which it was employed only 
2 were failures; in 23 cases complete cure resulted, 
8 were markedly improved, and g were somewhat 
improved. L. A. JUHNKE. 


Jayle, F.: Hypophyseal Therapy in Gynecology 
(Die hypophysiire Therapie in der Gyniikologie). 
Presse méd., 1914, No. 26. 

The author employed methodical injections of 
hypophyseal extract in chronic afebrile gynecological 
affections, such as metritis, subinvolution with 
metrorrhagia, uterine sclerosis of the menopause 
with hemorrhage, odphoritis, salpingitis, etc. The 
immediate results were good. The pains ceased, 
the hemorrhages decreased, and the general con- 
dition of the patient improved. In the author’s 
opinion this treatment may supplant electro- and 
X-ray therapy. L. A. JUHNKE. 
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Landsberg, E.: Two Therapeutic Suggestions for 
Gynecological Practice: the Administration 
of Calcium in Inflammatory Lesions and 
“extract of True Corpus Luteum Against 
Hemorrhage (Zwei therapeutische Vorschliige 
fiir die gyniikologische Praxis: Kalzium gegen 
entziindliche Prozesse, Extrakt aus Corpora lutea 
vera gegen Blutungen). Therap. Monatsh., 1914, 
May. 

The author employed subcutaneous injections of 
a 1 per cent solution of calcium lactate in inflamma- 
tory processes of a gynecological nature. He in- 
jected to ccm. each time, the dose being divided 
and injected in several places, and repeated the 
injection every 2 to 3 days. Of 18 cases treated, 11 
were adnexal tumors, of which 6 were completely 
cured and 3 still showed thickening but were sym- 
ptomatically cured. Two cases were influenced 
favorably but later came to operation. 

In a case of pelvic exudate in the front of Douglas’ 
pouch the effect was not produced; 2 cases of para- 
metritis reacted favorably and 4 cases of recent in- 
flammation also. In acute cases the calcium in- 
jection alone is employed at first; later it is combined 
with measures for the absorption of the exudate. 
The substance is also adapted for vaginal irri- 
gations in 5 per cent solution and also in the dry 
treatment of leucorrhoea (calcium carbonate 10 to 
20 parts, zinc oxide and starch sufficient to make 
200). L. A. JUHNKE. 


Newman, H. P.: Surgical Gynecology. 
Calif. Pract., 1915, xxx, 71. 


South. 


To correct the ordinary pathological conditions 
of the cervix, Newman thinks that Emmet’s opera- 
tion or modifications of it should be superseded 
by amputation of the cervix because it results in 
better anatomical and functional conditions. He 
calls the operation he performs ‘‘tracheloplasty.”’ 

After curettage the uterus is drawn down by 
forceps, taking their grip within the cervical canal. 
The posterior lip of the cervix is then transfixed by a 
right-angle slender knife above the diseased area 
and is split downward on a plane parallel with and 
just outside the cervical canal. The anterior lip is 
then split in the same manner. A wedge of tissue 
with the base distal is then taken from each lip, 
scissors being used to cut the other side of the tri- 
angular wedge. ‘The mucous membrane of the cer- 
vical canal is then trimmed and joined to that of the 
vagina by three anterior and three posterior sutures. 
Two sutures are required on each side to close the 
angle. The advantages claimed for the operation 
are: (1) quickness of execution, (2) clean, smooth cut 
surfaces, (3) easy approximation, (4) avoidance of 
granulating surfaces and cicatrix with a certainty of 
a permanently patulous canal, and (5) simplicity of 
after-treatment. W. H. Cary. 
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PREGNANCY AND ITS COMPLICATIONS 


Zalewski, E.: Placenta Previa and the Advantages 
of External Version in Its Treatment (Uber 
Placenta previa und die Vortcile der fusseren 
Wendung dabei). Arch. f. Gyndk., 1915, civ, 133. 

In the treatment of placenta praevia abortion is 
indicated only when there is severe anwmia with 
falling haemoglobin content. Tamponing should 
be avoided on account of the danger of infection 
and the danger of producing abortion. Cases in 
private practice should be sent immediately to the 
hospital. 

Of the various methods used in treatment the 
author prefers external version; it has the advantage 
over combined version of avoiding the chance of 
infection, and the advantage over metreurysis of 
requiring no instruments for its execution. More- 
over, rupture of both the membranes and the 
metreurysis frequently has to be supplemented by 
other procedures. In bimanual version the placenta 
and cord are apt to be injured by the internal manip- 
ulations. 

The author reports 45 cases in which external 
version was used, and 53 of metreurysis. In the 
cases of metreurysis the mortality of the children 
was 73 per cent, in those of external version 47 
per cent. 

In spite of their disadvantages and bad results, 
both combined version and metreurysis must be 
used in some cases. Combined version is indicated 
in all cases where rapid delivery is necessary and 
possible; that is, in cases of severe haemorrhage where 
the os is sufficiently dilated. Metreurysis is to be 
preferred in the early months of pregnancy and 
in cases of very rigid and narrow cervical canal, 
where it is not possible to get hold of a foot. Though 
external version is to be preferred to any other 
treatment as a rule, it cannot be used after the 
discharge of the amniotic fluid nor where the 
cervical canal is so narrow that the foot cannot pass. 
The danger of air embolism is less in external 
version. 

Cesarean section is indicated only in central 
placenta pravia in elderly primipare who are es- 
pecially anxious to have a living child. A. Goss. 


Wyder, T.: Modern Treatment of Placenta Preevia 
(Uber die moderne Behandlung der Placenta 
previa). Schweiz. Rundschau f. Med., 1915, xv, 
153- 

Combined version is a simple and satisfactory 
means of stopping hemorrhage in placenta previa. 
It should be used only by a skilled obstetrician, 
and as the infant mortality is very high it should 


_the viable child as much as with the mother. 


be reserved chiefly for cases where the infants are 
dead or not viable, or where the mother already 
shows severe anemia. Metreurysis can be carried 
out earlier and more easily than combined version; 
therefore it is recommended for the general prac- 
titioner if he is familiar with the technique and 
exercises the greatest care in asepsis. If the mother 
is in good condition and the child viable, it is to be 
preferred to combined version, because the danger 
to the child is less. 

Cesarean section should be reserved for cases 
where the mother wishes to undergo the operation 
for the sake of having a living child. It may also 
be considered in cases where there is early severe 
hemorrhage before the os is dilated, and there is 
rigidity of the soft parts, rendering the conserva- 
tive methods very difficult or impossible. 

A. Goss. 


Winn, J. F.: Treatment of Placenta Previa. Am. 
J. Obst., N. Y., 1915, Ixxi, 583. 


The author urges that every case of placenta 
previa be given prompt treatment after the first 
hemorrhage, with the object of emptying the uterus 
in the most conservative manner as soon as the case 
is diagnosed, whether it be during pregnancy or at 
labor. Early delivery saves more lives than any 
particular method of treatment, and has to do with 
What- 
ever plan of treatment is adopted, four great prin- 
ciples must be kept in mind: (1) The acceptance 
of the dictum that the mother’s life is more to be 
considered than that of the child, (2) the keeping of 


blood loss to the minimum, (3) the prevention of . 


infection, (4): the making of ample provision for 
meeting all emergencies likely to arise. 

If diagnosed during pregnancy and before the 
child is viable, the patient being either in the home 
or the hospital, one should do a Braxton-Hicks 
version, but if the child is viable and in good con- 
dition a large sized Voorhees bag should be passed 
within the sac and the child delivered by version 
after the cervix is dilated. In those cases of mar- 
ginal or lateral insertion, with a partial dilatation 
of the cervix attended by slight bleeding, puncturing 
the membranes is usually sufficient to stop the 
bleeding. 

It cannot be denied that cesarean section has a 
restricted place in complete placenta praevia, and 
in some cases of the partial variety. The author 
believes it should be chosen under the following 
conditions: with the approach of full-term; when 
the placenta covers a great part or the whole of the 
os; when the haemorrhage is profuse but not 
profuse enough to make the mother a bad surgical 
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risk, the child probably weakened yet offering rea- 
sonable prospects of being saved; when the cervix 
is in a condition suggestive of prolonged and difficult 
dilatation; when there is a negative history of 
vaginal contamination; and when there is the as- 
surance of hospital technique being used. 

C. H. Davis. 


Fursey, F. E.: Difficulties in Diagnosing Ectopic 
Pregnancy. Northwest Med., 1915, vii, 80. 

The conditions from which ectopic gestation must 
be differentiated are: (1) incomplete uterine abor- 
tion; (2) ovarian cyst, especially when the pedicle 
is twisted; (3) appendicitis; (4) salpingitis, especially 
of gonorrhoeal origin; and (5) pedunculated uterine 
fibroid. 

In abortions the bleeding is more free, more 
clotted, and ceases when the uterus is emptied. 
There is no extremely sensitive pelvic tumor. 

In ovarian cyst the symptoms are of slower onset, 
menstruation is irregular, and the pelvic tumor is 
more freely movable and not so sensitive. 

In appendicitis there are no symptoms of preg- 
nancy and the pain is higher in the abdomen. 

Salpingitis is likely to be double and is of longer 
duration. 

In uterine fibroid the menstruation is regular but 
increased in amount and there is no pain. 

Early operation is advised. D. H. Boyp. 


Oden, R. J. E.: Ectopic Pregnancy Twice in the 
Same Patient Within Five Months. J. Mich. 
St. M. Soc., 1915, xiv, 104. 

The patient, a housewife, age 28, the mother of 
two healthy children, 7 and 4 years of age, ex- 
perienced a sudden sharp pain in the right pelvis, 
followed by collapse. The pulse was rapid, breath- 
ing labored, but there was no rise in temperature. 
There was rigidity of the right rectus and tenderness 
over McBurney’s point. 

At operation free blood was found in the pelvis. 
The tumor, a right tubal pregnancy, ruptured in 
the middle one-third, was removed, The opposite 
tube, apparently normal, was left at the request 
of the husband. Upon examining the appendix 
it-was found to be gangrenous and was removed. 
The patient made an uneventful recovery and left 
for her home in three weeks. 

Five months later she was again taken to the 
hospital. The day previous she had suddenly 
experienced symptoms identical with those of 
five months before, except that the pain was on the 
opposite side. A second operation was performed. 
Her condition was very critical; the hemorrhage 
had been free and had not subsided, although an 
interval of 36 hours had elapsed from the onset. 
Her pulse was rapid and weak, respiration labored, 
and other evidences of shock were present. As soon 
as the ruptured vessel had been located and tied a 
saline transfusion was administered. The tubal 
pregnancy, ruptured in the middle one-third, was 
removed. Veil-like layers of fibrin, probably from 
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the free blood, were found uniting the bowels and 
pelvic organs. These were easily broken with the 
gauze-covered thumb, and the abdomen was flushed 
with a saline solution. 

After six uneventful days she developed post- 
operative ileus. As medicinal measures were of no 
avail, the abdomen was reopened and the bands of 
adhesions loosened. The immediate results were 
satisfactory, but three weeks later the condition 
recurred. While these repeated operations were 
far from pleasant to the patient, no other course was 
justifiable. Her condition was very bad, but she 
rallied from this, her fourth operation, within the 
course of seven months, and proceeded toward a 
further uneventful recovery. 

Epwarp L. CorNeELL. 


James, J. E.: Some Clinical Suggestions Concern- 
ing the Diagnosis and Management of Extra- 
Uterine Pregnancy. Hahneman. Month., 1915, 
1, 161. 


The etiological factors in tubal pregnancy are: 
(1) inflammatory condition of the tube; (2) mechan- 
ical factors; (3) embryological and developmental 
causes. 

The termination is either tubal abortion (most 
frequent) or tubal rupture. The cardinal guide in 
the diagnosis of an extra-uterine pregnancy would 
be a relative period of sterility followed by irregular- 
ity in menstruation, pelvic distress or intermittent 
pain in the lower abdomen with the usual early 
signs of a normal pregnancy, softening, enlarged 
uterus, etc. 

In a differential diagnosis the things to consider 
are: (1) pelvic inflammatory states; (2) ovarian 
tumors; (3) pregnant uterus, plus cervical polyp; 
(4) threatened abortion or incomplete abortion; 
(5) double uterus — pregnancy in one horn. 

In treatment, abdominal section as soon as the 
diagnosis is made is the rule. In ruptured cases 
in a moribund condition shock should be combated 
first and section done later. This is regarded as 
giving the best chance for recovery, as the collapse 
is considered to be due to the sudden large hamor- 
rhage with the rupture, the later hemorrhage being 
slight and tending to subside. D. H. Boyp. 


Primsar, F.: Two Cases of Isochronic Heterotopic 
Twin Pregnancy (Zwei Fille von isochroner, 
heterotoper Zwillingsschwangerschaft). Gyndk. 
Rundschau, 1914, viii, 203. 

The author reports two cases of simultaneous 
extra-uterine and intra-uterine pregnancy. The 
first case was an ovarian pregnancy, isochronic with 
a uterine pregnancy. The ovarian pregnancy was 
diagnosed correctly and operated upon and the 
uterine pregnancy suspected at the time. 

The second case was a pregnancy in the isthmus 
of the tube and rupture of the same. The case 
was immediately operated. The uterine pregnancy 
in this case was recognized only after it terminated 
in abortion. 
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In both cases the uterine pregnancy terminated a 
few weeks after operative removal of the extra- 
uterine pregnancies. Both patients were discharged 
cured. The size and duration of the extra-uterine 
pregnancy in each case corresponded with the intra- 
uterine pregnancy, so it is highly probable that in 
each case two ova of the same ovulation period 
were fertilized at the same time. L. A. JUHNKE. 


Pfaff, J. A.: Eclampsia; Acute Mania; Caesarean 
Section. /ndianapolis M. J., 1915, xviii, 105. 
The author reports a case of eclampsia in a pri- 
mipara, aged 41, treated by cesarean section. The 
duration of pregnancy was seven and one-half 
months. After being in a normal condition, the 
patient was suddenly seized with epigastric pain and 
vomiting; this was followed shortly by convulsions 
and a blood-pressure of 210. Abdominal casarean 
section through a low incision was done. ‘The baby 
was toxic, revived with difficulty and only lived six 
hours. The patient had no more convulsions but 
went immediately into a condition of acute mania, 
talking and raving incessantly; she remained in this 
condition for five days, at which time her mind 
began clearing up. This condition was treated by 
large and often-repeated doses of chloral, sodium 
bromide, and morphia. Hyoscine seemed to exag- 
gerate the case. Pfaff is of the opinion that this 
case illustrates a good indication for casarean 
section. WituiAm D. Pies 


Oliver, J.: New Aspects of Eclampsia and Its 
Treatment. Practitioner, Lond., 1915, xciv, 4106. 


The intoxication in eclampsia results from the 
intermediary, not the end-products, of nitrogenous 
metabolism, and from the retention of these inter- 
mediary products in the nerve and muscle cells, 
because there is an insufficiency of the requisite 
mineral substances circulating in the body of the 
mother to satisfy her own needs and those of her 
infant in utero. 

The food of the eclamptic has been deficient in 
mineral substances, especially phosphorus and 
calcium. The foetus derives its nutriment and 
mineral substances from the food materials which 
have been assimilated and rendered fit by the liver 
and lungs for the maternal circulation. The em- 
bryonic tissue has a greater avidity than the mater- 
nai tissue for mineral substances, such as phosphorus 
and calcium. Consequently the foetus takes up 
these substances to the detriment of the maternal 
organism, with resulting inadequate fulfillment of 
the processes of metaboiism. 

Phosphorus is necessary for the oxidation of 
proteid material in the living organism. If the 
foetus takes up the available phosphorus its content 
in the maternal organism is lowered, the formation 
of urea is diminished, and the intermediary prod- 
ucts of metabolism accumulate in the nerve and 
muscle cells, resulting in auto-intoxication and a 
change in the irritability and reaction of the nerves 
and muscles which may give rise to convulsions. 


To prevent eclampsia the diet should contain an 
abundance of mineral substances, especially so if 
the patient has headache and lassitude even with- 
out albuminuria. D. H. Boyp. 


Plass, E. D.: The Significance of the Non-Coagu- 
lable Nitrogen Coefficient of the Blood Serum 
in Pregnancy and the Toxzemias of Pregnancy. 
Am. J. Obst., N. Y., 1915, Ixxi, 608. 


The author describes in detail the technique of 
the determinations and draws the following con- 
clusions: The non-coagulable nitrogen coefficient 
is a better index of kidney function than the total 
non-coagulable nitrogen alone. In toxamias of 
pregnancy and in eclampsia the non-coagulable 
nitrogen coeflicient seems to be of some value in 
prognosticating the degree of permanent kidney 
change and in differentiating renal from hepatic 
toxamias. Possibly, if the non-coagulable nitrogen 
were determined in other renal disorders, not espec- 
ially connected with pregnancy, additional informa- 
tion might be obtained which would increase the 
clinical and prognostic value of the test. 

C. H. Davis. 


MacLean, H. S.: Indications and Technique for 
Ceesarean Section. Virg. M. Semi-Month., 1915, 
xix, 573. 

In considering indications for caesarean section 
the following points should be borne in mind: 

1. The value in time saved and a prompt empty- 
ing of the uterus. 

2. The avoidance of cervical, vaginal, and 
perineal contusions and lacerations incident to 
efforts at rapid delivery. 

3. The infantile mortality is lower in caesarean 
section. 

The author performed section in 8 cases of 
eclampsia, 5 cases with contracted pelvis, and 2 
cases of persistent faulty presentation. 

The following points in the operative technique 
are emphasized: 

1. Complete delivery of the uterus, with the 
abdominal cavity thoroughly walled off by a large 
number of linen towels. 

2. Whenever possible, and it usually is, the 
placenta, membranes, and foetus should be removed 
en masse from the uterine cavity. When this is 
done, the mass is rolled off the patient’s abdomen 
into the hands of an assistant with a surprisingly 
small amount of spilling of the amniotic fluid and 
consequent diminution in the danger of peritoneal 
soiling. The uterus is of course kept covered with 
saline towels. 

3. A very large drainage tube is always passed 
down through the cervix and vagina, the upper end 
of it being stitched to the cervical mucosa by a 
catgut suture. In cases where labor has not started 
before the operation it is sometimes necessary to 
dilate the cervix, but this is quickly and easily done 
with the uterine dilator. 

4. Three rows of catgut sutures are used to close 
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the uterine incision. These are usually continuous, 
although the middle row may be interrupted. The 
peritoneal line of sutures should be very carefully 
placed so as to get accurate approximation. 

: D. H. Boy. 


Kunreuther: The Method of Interruption of Preg- 
nancy and Simultaneous Sterilization in Pul- 
monary Tuberculosis (Uber Methodik der 
Schwangerschaftsunterbrechung und _ gleichzeitiger 
Sterilisation bei Lungentuberkulose). Berl. klin. 
Wcehuschr., t914, No. 37. 

On the basis of the statistics obtained during the 
last decade, the former conservative treatment of 
the phthisical pregnant woman should be discon- 
tinued. In cases in which an aggravation of the 
pulmonary process by the pregnancy is suspected 
from previous pregnancies, according to the judg- 
ment of a competent internist, and has already set 
in, the indication for operative interference exists, 
at least so far as the woman is concerned who has 
one or more living children. As the early induced 
abortion does not prevent future conception in the 
tuberculous woman, and since the abortion does not 
check the progress of the pulmonary process and 
in many cases leads to menorrhagias, it is therefore 
advisable to perform. sterilization immediately 
after the evacuation of the uterus. 

The author recommends his own method, which 
he performed in twelve cases; i.e., the abdominal 
supravaginal amputation of the pregnant uterus, 
leaving the adnexa. Its advantages are the avoid- 
ance of the aggravation of the pulmonary process 
and menorrhagia so common after evacuation of the 
uterus, absolutely certain sterilization, mild meno- 
pause symptoms, positive asepsis, slight hamor- 
rhage, complete supervision of the operative field, 
and the possibility of recurring diseased adnexe or 
appendix. L. A. JUHNKE. 


Landau, L.: Myoma and Pregnancy (Myom und 
Schwangerschaft). Berl. klin. Wehuschr., 1914, 
No. 31. 

The author classifies myomatosis uteri gravidi 
into four clinical categories as follows: 

1. Myomata which produce no symptoms during 
pregnancy and with which no complications are 
expected during labor should receive no treatment. 

2. Myomata which produce severe symptoms 
during pregnancy should be enucleated if possible 
and the pregnant uterus disturbed as little as pos- 
sible. Of 14 cases of myoma which the author 
enucleated, 13 continued the pregnancy to term. 

3. Myomata which produce no symptoms during 
pregnancy but which are suspected of producing 
complications at labor should be subjected to 
cesarean section at term or during the onset of labor, 
followed by subtotal or total hysterectomy. 

4. In myomata in which the continuation of 
pregnancy threatens the life of the patient, abor- 
tion should not be induced, as it is too dangerous 
and technically difficult and subjects the patient 


to the danger of another pregnancy. The author 
advises hysteromyomectomy uteri gravidi totalis 
or subtotalis. Of 31 cases operated upon by the 
author there were no fatalities. L. A. JUHNKE. 


Grad, H.: Multiple Fibroids of the Uterus Com- 
plicated by Pregnancy. N.Y.M.J., 1915, ci, 671. 


The author states that fibroid tumors of the uterus 
may lie dormant in the walls of the organ for many 
years, giving rise to no objective or subjective symp- 
toms. The health of the patient suffers in no way 
whatsoever. The menstrual function may be 
normal in every way, and there may be no local 
symptoms, such as tenderness to touch, or even vague 
discomfort. When pregnancy occurs in a uterus 
which has harbored these benign, dormant, symp- 
tomless neoplasms for a long time, a factor is in- 
troduced which may turn an absolutely benign 
pathological process into a malignant entity. 

For purposes of clinical observation he men- 
tions two groups: (1) multiple fibroids of the 
uterus complicated by pregnancy, and (2) pregnancy 
complicated by fibroids. The author considers 
the first condition very serious and quotes Susserot 
as giving a mortality of 55 per cent in 147 cases and 
Pozzi a mortality of 55 per cent. The seriousness 
of these cases does not arise from the fact that preg- 
nancy is terminated early, but because it brings 
about pathological changes in the neoplasms. 
These changes are mostly of a gangrenous char- 
acter. This gangrenous process may not be con- 
fined to the neoplasms themselves, but may involve 
the endometrium as well. 

Grad is of the opinion that a uterus with multiple 
fibroids complicated by pregnancy is as serious as a 
malignant tumor and should be surgically extirpated, 
whereas a gravid uterus complicated by fibroids 
allows a wider latitude of management. 

W. D. Puiiips. 


Bovée, J. W.: A Case of Chorio-Epithelioma 
Malignum Complicating a Two-Months’ Preg- 
nancy and a Degenerated Uterine Fibroma. 
Surg., Gynec. &F Obst., 1915, XxX, 405. 

The patient, a white woman 41 years of age, 
married 18 years, had given birth to two children, 
now aged fifteen and fourteen years, respectively. 
She had had but one other pregnancy, and that re- 
sulted in an induced abortion at six weeks’ gestation 
thirteen years ago. 

Her menses had been painless, normal in amount, 
and regular until May 22, 1914, and had lasted 
three days with no special feature. The May 
period was delayed a few days, but lasted three days. 
In June it was delayed, but lasted three days; in 
July it was a little delayed, but notable in no other 
way except that it was the last period before the 
author saw her September 25, the day before opera- 
tion. During the last two months she had suffered 
from frequent micturition and from August 25 to 
September 25 from vomiting and purging without 
it especially occurring in the morning. 
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An abdominal tumor in the left lower quad- 
rant of the abdomen had in the meantime 
become very painful and pregnancy was also 
suspected. 

At operation a necrobiotic fibroid extending from 
the pelvis up to the umbilicus and the uterine body 
containing a foetus thought to be of six weeks’ 
development were removed. 

The pathologist’s report on the uterus and gesta- 
tion was that a malignant chorio-epithelioma had 
begun in the chorion and had invaded the uterine 
muscle at but one point, and that no metastasis 
could be found. 

The cervix was removed October 14, and was 
searched in vain for metastases. Upon examination 
of the patient December 14, 1914, no evidence of 
the disease in the pelvis was found nor were any 
symptoms of metastases in the lungs or other struc- 
tures present. 

Bovée regards her case as originating from the 
coincident pregnancy, probably the earliest operated 
upon, if not the earliest known, peculiar for having 
been without the usual symptoms and for having 
been found only accidentally because of routine 
examination of removed tissues. 

Bovée recommends radical operation whenever 
possible to remove the primary focus, if in the 
uterus or ovary, and even removal of the metastases, 
particularly of the vagina. 


Davis, E. P.: Tubercular Infection Complicating 
Pregnancy, Parturition, and the Puerperal 
State; a Consideration of Its Bearing on Treat- 
ment. Therap. Gaz., 1915, Xxxix, 153. 

The first half of the author’s paper comprises 
a general review of tuberculous infections of the 
genito-urinary tract, its relation to pregnancy, and 
its subsequent effect upon the offspring. 

The two practical questions which arise concern- 
ing the treatment of tuberculous patients are: 
(1) What is the duty of the physician when the 
woman who has had a tuberculous infection which is 
quiescent becomes pregnant? (2) Shall the preg- 
nancy be allowed to continue or must it be inter- 
rupted? 

If the patient aside from her preéxisting tuber- 
culous infection is sound and in comfortable cir- 
cumstances, intelligent, and with sufficient self- 
control to care for her health, she may go through 
pregnancy under accurate observation at her own 
risk. However, if signs of renewed tuberculous 
infection appear, pregnancy must be terminated 
immediately. When a patient who is in active 
tuberculosis becomes pregnant, or is just holding 
her own against a circumscribed infection, the 
author favors immediate termination of the existing 
pregnancy. 

The best results in such cases are obtained by 
opening the abdomen, using spinal anesthesia if 
possible, excising the fallopian tubes completely, 
opening the uterus transversely, and removing the 
ovum with the gloved finger. A. H. Scumitr. 
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Funk, E. H.: The Relationship of Tuberculosis and 
Pregnancy. Therap. Gaz., 1915, xxxix, 158. 

After briefly reviewing the recent literature on the 
subject, the author analyzes the obstetrical his- 
tories of 100 tubercular women, with a consideration 
of the effect of the disease upon the pregnancy, of 
the pregnancy upon the disease, and the effect of 
the disease as shown in the offspring. He comes to 
the conclusion that the tubercular woman should be 
advised against marriage and conception, and that 
pregnancy occurring in one with an active lesion 
should be promptly terminated. The methods of 
accomplishing this call for the judgment of the 
experienced obstetrician. Even in the presence of 
an apparent cure the occurrence of pregnancy entails 
a risk, which in the majority of instances should 
not be taken. In the individual case the presence 
of a good family and personal history, an early lesion, 
and means and willingness to undergo treatment 
make it reasonable to expect a cure. Even in a 
case considered as cured pregnancy must be con- 
sidered as a risk and should be undertaken only 
with competent medical supervision during the 
entire period of gestation and the maintenance 
of a most favorable hygienic régime. 

Puitie F. WILLIAMs. 


Amann, J. A.: Rupture of the Bowel Due to Blunt 
Force During Pregnancy (Darmruptur durch 
stumpfe Gewalt bei Graviditit). Monatschr. f. 
Geburish. u. Gyndk., 1914, xl, No. 6. 


During the action of circumscribed blunt force 
applied to the abdomen, a crushing of the bowel 
against the spinal column or against the pelvis 
usually takes place. In diffusely acting force, a 
loop of the bowel may burst. Non-perforating 
lesions may lead to secondary perforation later. 
In perforating lesions the bowel musculature con- 
tracts almost immediately and the swollen mucous 
membrane penetrates through the opening. 

The author reports the case of a 35-year-old preg- 
nant woman who fell from a chair placed on a table 
to the floor, striking her right side against a corner 
of the back of the chair. Severe pain in the lower 
abdomen immediately followed. A few hours later 
there was a slight hemorrhage from the vagina. On 
the seventh day the diarrhoea which set in on the 
first day ceased suddenly, and foecal vomiting com- 
menced. At the operation on the eighth day a 
general peritonitis and an abscess in the small 
pelvis was found. A loop of bowel was found there 
showing a small perforation, through which a 
plug of mucous membrane had become united 
to the serosa and had effectually closed the per- 
foration. A preternatural anus was made at 
the site of the perforation. The following day 
Recovery 


the child and placenta were expelled. 
followed. 

Amann believes that in this case a perforation of 
the bowel probably occurred at the time of the 
injury; an abscess developed in the small pelvis and 
from the breaking of the abscess a general peritonitis 
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occurred. The peritonitis undoubtedly was respon- 
sible for the interruption of pregnancy. 

Peritonitis or ileus are now considered indications 
for immediate laparotomy, even in the presence of 
pregnancy. ; L. A. JUHNKE. 


Franz, R.: Pyelitis in Pregnancy (Uber die Nieren- 
beckenentzundung der Schwangeren). Med. Klin., 
Berl., 1915, xi, 190. 

It is commonly assumed that the pyelitis of 
pregnancy does not require any special treatment, 
but Franz contends that this is wrong. In the 
milder cases the symptoms may subside without 
active measures, but whether or not the lesion 
has healed is another question, and time often proves 
that it has not. Severe pyelitis, on the other hand, 
is always dangerous for both mother and child. 
Opitz found that in 40 per cent of such cases there 
was premature delivery. The focus in the kidney 
pelvis is liable to breed puerperal fever or spread 
and involve the kidney proper, with or without 
pyonephrosis and concretions. 

Treatment should be conservative at first, in- 
cluding copious drinking and the administration of 
salol or methylene blue if the urine is acid, and of 
urotropine, boric acid, etc., with alkaline urine, 
supplemented by local disinfection of the bladder 
and lying on the sound side to promote the empty- 
ing of the kidney pelvis. If the clinical manifesta- 
tions do not subside promptly under this, then a 
retention catheter should be introduced into the 
ureter and the kidney pelvis rinsed out with a 
silver salt solution; interruption of the pregnancy 
or nephrotomy should be used as a last resort. 
The pyelitis must not be regarded as cured until 
bacteria and pus can no longer be found in the 
urine; , direct disinfection of the kidney pelvis 
through the ureteral catheter generally accomplishes 
this. A. Goss. 


Watson, B. P.: Pyelitis as a Complication of Preg- 
nancy and the Puerperium. Canad. M. Ass. 
J., 1915, V, 190. 

The author at first directs attention to the 
etiology and symptomatology of pyelitis and then 
outlines his method of treating this complication. 

Regarding the etiology he believes that ureteric 
dilatation is an important factor in the production 
of this disease. Such dilatation with stagnation of 
urine favors the invasion of the kidney and ureter 
by organisms carried in the blood stream or con- 
veyed by the lymphatics from other organs, such 
as the intestines. These routes are more common 
than the ascending one from the bladder. The 
infecting organism is of the nature of those belong- 
ing to the coli group, and it has been shown that 
obstinate constipation favors the invasion of the 
lymphatic or blood stream by the bacillus coli. 

The initial symptoms which usually occur during 
the latter half of pregnancy are sometimes acute, 
at other times insidious; but in nearly all cases, 
even from the beginning, there is distinct renal 
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tenderness elicited on deep palpation. This, to- 
gether with increase of pulse rate, rise in tempera- 
ture, and the presence of pus in the urine, are the 
important symptoms. 

The four main lines along which treatment may 
be directed are: (1) the administration of a urinary 
antiseptic, such as urotropin, grains ten, thrice 
daily; (2) the administration of alkalies, such as 
potassium citrate, fifteen grains every four hours; 
(3) the use of vaccines; (4) catheterization of the 
ureter and the flushing out of the pelvis of the kidney 
or the application of some germicide to it. This 
latter method is recommended only when the others 
have failed. 

The author believes that in only rare instances 
is it necessary to terminate the pregnancy or to 
interfere surgically with the kidney. 

A. H. Scumirtrt. 


Calmann: Pyelitis of Pregnancy Treated with 
Pelvic Irrigation (Pyelitis in der Schwangerschaft, 
die mit Nierenbeckenspiilungen erfolgreich behandelt 
wurden). Zentralbl. f. Gyndk., 1915, xxxix, 137. 

The author publishes two cases of pyelitis of 
pregnancy successfully treated with irrigations of 
the renal pelvis. Both cases were extraordinarily 
severe, with high fever curves, numerous chills, and 
vomiting spells, in which the internal treatment had 
absolutely no effect. Irrigations of the renal pelvis, 
however, resulted in prompt improvement. ‘These 
two cases followed eight others, milder in charac- 
ter, with no or only an occasional chill, which re- 
sponded to the internal treatment alone. In a 
former communication the author reported nine 
cases, in three of which irrigations of the renal 
pelvis were necessary. He therefore believes that 
only in severe cases in which the internal treatment 
fails is it necessary to employ irrigations of the pelvis. 
In both of the cases the disease was bilateral, con- 
trary to most cases, in which only a right-sided pye- 
litis occurs. 

The origin of the pyelitis of pregnancy, according 
to recent investigations, is not always due to com- 
pression of the ureters by the enlarged uterus and 
followed by congestion in the renal pelvis; probably 
as frequently it is due to organisms from the bladder 
or bowel reaching the pelvis either by the blood 
or lymph stream. Kermauner believes that the 
pyelitis of pregnancy is due to an exacerbation of an 
old pyelitis during childhood. L. A. JUHNKE. 


Wolff, P., and Zade, M.: Diagnosis and Prognosis 
of Kidney Changes During Pregnancy (Zur 
Diagnose und Prognose der Nierenverinderungen 
in der Schwangerschaft). Zentralbl. f.Gyndk., 1915, 
XXXiX, 154. 


Several clinical pictures are clearly defined, 
especially the nephropathia e graviditate in the acute 
and gradually developing form on the one hand, and 
the genuine kidney inflammations, to which preg- 
nancy is added — nephritis in graviditate — on the 
other hand. Transitional forms, of course, are 
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common. Considerable variation exists in regard 
to nomenclature. The authors adopt that of 
Aschoff, Zangemeister, and others. 

The clinical differentiation between an acutely 
developing nephropathy and an acute nephritis 


during pregnancy is frequently impossible. Etio- 
logic factors may aid somewhat. Blood-pressure 
determinations are only of limited value. The 


acute nephropathy shows rise in blood-pressure of 
only moderate extent. In eclampsia the authors 
found that the blood-pressure increased to 170 or 
180 cm. water. Acute nephritis usually shows no 
increase. Changes in the fundus of the eye are 
also observed in pure nephropathies and eclampsia. 

In the differential diagnosis between chronic 
nephropathy and chronic nephritis, the latter is 
characterized by cardiac hypertrophy, the rise in 
blood-pressure being accompanied by a_ lowered 
specific gravity of the urine. 

The authors observed a rise in blood-pressure in 
most nephropathies, never reaching above 200 cm. 
water; in most all chronic nephritides, however, 
the pressure rose above 200 cm. water. 

A true chronic nephritis may later develop from a 
nephropathia ¢ graviditate and eclampsia. Several 
cases are mentioned. 

The nephropathia e graviditate predisposes to re- 
currence during late pregnancies. 

In chronic nephritis during pregnancy, the ap- 
pearance of albuminuric retinitis is not of such 
grave prognostic importance as it is outside of 
pregnancy. ‘The retinitis may be due to a nephro- 
pathy complicating the nephritis and may disappear 
completely after delivery. During the five years 
covering this report of 31 cases with chronic nephritis, 
5 died either during pregnancy or during the puer- 
perium. Of the 31 children born, only 7 left the 
clinic alive. A. L. JUHNKE. 


LABOR AND ITS COMPLICATIONS 


Slemons, J. M.: Dystocia Due to a Funnel Pelvis. 
Calif. St. J. Med., to15, xiii, ot. 

The author reports a case of outlet dystocia and 
gives a brief discussion of funnel pelves. 

The case reported was that of a multipara whose 
two previous labors had been terminated by forceps. 
The pelvic inlet was contracted anteroposteriorly, 
the estimated true conjugate 9 cm. The outlet was 
that of a funnel pelvis: bituberal 6.5 cm., anterior 
posterior 12 cm., anterior sagittal 6 cm., post sag- 
ittal 10.25 cm. 

After three hours in the second stage, the head 
appeared at the outlet, but in spite of good contrac- 
tions it failed to advance, and one hour later was 
delivered by low forceps. Observations made 


during the extraction showed the distance from the 
occiput to the symphysis to be 6 cm. when the head 
was well engaged in the outlet. 

In discussing this case the author calls attention 
to the compensating effect of the posterior sagittal 
when the bituberal is contracted. 


As most of the 
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suboccipitofrontal diameter of the foetal head 
(10.5 cm.) passed posterior to a line joining the 
ischial tuberosities, a posterior sagittal shorter than 
that which occurred in this case (10.25 cm.) would 
have materially increased the dystocia. 

He also points out the need of more care in 
estimating the size of the outlet at the time of the 
antepartum examination, calling attention partic- 
ularly to the bituberal and posterior sagittal diam- 
eters. 

In considering the treatment of funnel pelvis 
he states that in cases of moderate contraction, i.e., 
bituberal 7 cm. or over, delivery is usually effected 
by placing the patient in the lithotomy position 
with the thighs drawn up toward the abdomen. 

Pubiotomy is the procedure advocated in cases 
of more marked contraction. By this method the 
transverse diameter is increased from one to three 
centimeters, and thus becomes normal. In ad- 
dition, as a result of the fibrous union the outlet is 
permanently enlarged. Cesarean section is advised 
when the contraction is extreme or when it occurs in 
an elderly primipara. A. C. BECK. 


Fouche, F. P.: A Case of Complete Rupture of 
Uterus During Labor. So. African M. Rec., 1915, 
Xlil, 20. 

The author was called to perform an autopsy ona 
woman 30 years of age who had been in labor for 
28 hours. On opening the abdomen a large collec- 
tion of blood was found in the left side. The 
left arm of the foetus, as far as the shoulder, pro- 
truded through an opening in the uterus. The 
rupture was situated in the lower uterine segment 
toward the posterior side a little to the left of the 
median line. The left uterine artery had also been 
torn. The tear was in a longitudinal direction and 
was about three and a quarter inches long. The 
pelvis was uniformly contracted in all directions 
and the author found it impossible to pass the closed 
fist through the inlet. No pathological lesions 
were present in the uterus or in any other organ. 
The bladder was so enormously distended with urine 
that it was as large as the gravid uterus. 

SDWARD L, CORNELL. 


Douglas, S. W.: The Relief of Uterine Inertia. J. 


Arkansas M. Soc., 1915, Xi, 240. 


A number of simple and practical measures for 
accelerating the progress of labor in long, tedious, 
but otherwise normal cases are discussed. Weak, 
infrequent pains and those of short duration are 
held as the principal causes of delay in the first 
stage. Here the author uses strychnia, hot coffee, 
castor oil, hot sitz baths, and hot soapsuds enemas. 
For weak and relaxed abdominal walls tight binders 
may assist. Slight narcosis in timid women has 
been found of advantage. Quinine has been dis- 
carded because of the nausea it produces and on 
account of troublesome post-partum bleeding. 
The exaggerated lithotomy posture seems to favor 
advance of the head. The reflex stimulation from 
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vaginal and cervical dilatation may increase the 
pains. 

In the second stage pituitrin used judiciously is a 
valuable adjunct but does not entirely supplant 
the use of forceps. The author comments on the 
scarcity of contra-indications mentioned in discus- 
sions of the action of this drug, and he cites two typi- 
cal failures in its use. Mild narcosis apparently has 
no effect upon the expulsive force of the pains or 
contractions produced by pituitrin. The author 
suggests that a minimum number of vaginal exam- 
inations and a maximum of abdominal palpations 
and estimations be the rule in estimating the prog- 
ress of long-drawn-out labors to, minimize the danger 
of infection. Pump F, WIiLiiaMs. 


Bell, J. F.: Pituitrin in Thirty Cases of Labor. 
Internal. J. Surg., 1915, Xxviii, 122. 

Bell reports the successful use of pituitrin in 
thirty cases of labor. He usually uses it after the 
second stage has developed; however, if the first 
stage is long and threatens much worry to the 
patient, he uses it then and, if indicated, repeats the 
injection in one hour. He says that he has never 
had to deal with after-pains or post-partum hemor- 
rhage in a single case since he has been using pitu 
itrin. Asameans of hastening delivery in eclampsia 
he has found it is very valuable. W. D. Putturps. 


Quigley, J. K.: Pituitary Extract in Obstetrics. 
J. Am. M. Ass., 1915, lxiv, 1222. 

In a series of 50 cases, there were 7 failures and 3 
partial successes, or 86 per cent of successes. Among 
the cases were 2 of incomplete abortion; 2 of induc- 
tion in conjunction with hydrostatic bags; 2 of 
placenta praevia; 2 of caesarean section; 2 of puerperal 
metrorrhagia, and 1 in which the extract was used as 
a galactagogue. The balance, cases of inertia, 
chiefly secondary, included one breech and several 
occiput posterior cases. In the 7 classed as failures 
it was necessary to resort to forceps delivery. 

In pituitary extract we have the most powerful 
stimulant to uterine contraction yet discovered. 
Its greatest value is its use in uterine inertia. The 
ideal time for its exhibition is in the second stage, 
although good results follow its employment earlier; 
in these cases it is usually necessary to repeat. No 
untoward results, such as post-partum hemorrhage 
or asphyxia, were noted in mother or child in the 50 
cases. 

Pituitary extract shortens the third stage; it 
renders catheterization post-partum almost un- 
necessary; it has no place in the normal case. Pre- 
parations for delivery should be made at the time 
of injection, such as sterilizing hands and gloves. 
The facilities for giving an anesthetic at a moment’s 
notice are prerequisite, for the susceptibility of the 
uterine muscle in any particular case is not known. 
Pituitary extract may advantageously be sup- 
plemented by seminarcosis when the presenting 
part is on the perineum. This would naturally 
mean chloroform, ether, or pituitary extract. 
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Nitrous oxide is contra-indicated in scopolamine 
narcosis. Pituitary extract must be used judiciously 
and with a due appreciation of the possible dangers 
of so powerful a uterine stimulant. This is the most 
important point. Epwarp L, CoRNELL. 


Webster, J. C.: 


Nitrous-Oxide Gas Analgesia in 
Obstetrics. 


J. Am. M. Ass., 1915, |xiv, 812. 


During the past year nitrous-oxide gas has been 
used in labor to abolish the pains caused by uterine 
contractions, and it has been completely successful 
in relieving women of the sufferings of childbirth. 
The technique is very simple. Usually the adminis- 
tration is begun when the patient complains of 
second-stage pains, although it may also be used 
during the first stage. In the majority of cases, 
however, gas is not necessary during the greater 
portion of this period. It is very important that 
women should not be educated to regard labor as a 
terrible experience, something akin to a surgical 
operation, necessitating the free use of anesthetics. 
The large proportion of patients suffer comparative- 
ly little severe pain. Very often the support and 
encouragement of a judicious physician or nurse 
have a marked effect in subduing nervousness and 
distress. The apparatus is that ordinarily employed 
by dentists. 

It has been found best to use a small nasal in- 
haler, the mouth of the patient being uncovered. 
The gas-bag attached to the tank is kept under low 
pressure, and as the pain begins the patient is 
instructed to breathe quietly, keeping the mouth 
closed. Ordinarily light inhalation suffices to 
produce the analgesic effect. It is not necessary to 
cause asphyxiation or jactitation, which are due to 
the inhalation of large quantities of gas. Ex- 
pulsive efforts on the part of the patient are not inter- 
fered with to any appreciable extent. As soon as 
the uterine contraction begins to subside, the in- 
haler is removed and the patient again becomes 
conscious. This procedure may be kept up for 
hours if necessary. A nurse or assistant may be 
instructed to carry out the administration satisfac- 
torily. 

Pure nitrous-oxide gas or gas with oxygen—3 
per cent—may be employed. The former is, 
perhaps, most universally applicable. It may be 
used in private houses as well as in hospitals, the 
necessary apparatus being small, compact, and 
easily transported. The amount of gas varies 
according to the duration of painful contractions, 
and the cost is, therefore, a variable factor. 

Its advantages are as follows: 

1. The apparatus is simple, easily transported, 
and may be used by any practitioner. 

2. Deep anaesthesia is not necessary. 

3. There are no ill effects to mother or child. 

4. The strength of uterine contractions is not 
diminished, no matter how long the administration 
of the gas is continued. 

5. The administration is under control all the 
time and can be stopped at any moment. This 
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is a very decided advantage which is not possessed 

by any method which necessitates placing a patient 

under the influence of drugs administered internally. 
Epwarp L. CorNELL. 


Druskin, S. J., and Ratnoff, N.: Twilight Sleep in 
Obstetrics; a Report of 200 Cases. JN. Y. St. J. 
Med., 1915, xv, 146. 

The history, chemistry, and action of scopolamine 
and narcophin are discussed. The author’s tech- 
nique is as follows: 

The two drugs are put up as follows: 

Solution 1. Narcophin, 3 per cent; aqua chloro- 
form, quantum sufficit. 

Solution 2. Scopolamine hydrobromide, 3 per cent; 
mannit, ro per cent; aqua destillata, quantum suflicit. 

The treatment is begun as soon as the pains occur 
at regular intervals and discomfort is felt. The 
first three injections are given at intervals of three- 
quarters of an hour; subsequent injections are given 
every hour and a half. Memory tests are regularly 
made-to determine the condition of the patient, and 
the authors are guided more by the patient’s amne- 
sia than by the intervals elapsing between injections. 
Half the original dose of narcophin is repeated every 
six hours. If given at shorter intervals, oligopnoca 
bordering on asphyxia of the child may develop. 

Their results with 200 cases were: 166, or 83 per 
cent, had complete amnesia; 17, or 8.5 per cent, had 
marked analgesia without amnesia; 17 had no 
amnesia and but slight if any analgesia in 2 cases, 
or 1 per cent, because treatment was discontinued; 
in 15, or 7.5 per cent, because labor was too far ad- 
vanced for effective treatment (mostly multipara) 
or because of some idiosyncrasy. 

Their results have improved considerably since 
the introduction of narcophin as a substitute for 
morphine. They are as follows: 1 stillbirth, with 
slightly macerated skin; 3 cases of asphyxia, one of 
which was resuscitated after twenty minutes; 
another died of cedema of the glottis after twelve 
hours, and the third died after one and one-half 
hours, due to faulty development. One hundred and 
sixty-eight were normal children under no influence 
of drugs. Thirty, or 14.7 per cent, were born under 
the influence of the drugs and were oligopneeic. 

Interference was required 23 times. In one case 
there was a breech extraction. Medium forceps 
were used in 4 cases, or less than 2 per cent; low 
forceps were used in 18 cases, or less than 9 per cent. 
This includes 2 cases in which forceps were used on 
account of excessive uterine contractions, following 
the use of pituitary extract. Lacerations of the 
perineum were strikingly reduced both in number 
and degree. In 200 consecutive cases, 75 per cent 
of whom were primipare, there was only one severe 
laceration of the perineum. Hemorrhage was con- 
spicuous by its absence. The conclusions are: 

1. The treatment is safe, both for mother and child. 

2. The treatment is especially to be recommended 
for primipare. Not only does it save them the 


agony of a difficult labor, but it also protects them 
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against unnecessary interference on the part of the 
physician, due to the pleadings of the patient and 
family. 

3. In multipare, it is a question whether a rapid 
labor brought about by the administration of 
minute and repeated doses of pituitary extract, 
and the pangs of labor relieved by a dose or two of 
narcophin, are not to be preferred. However, this 
should be left for the patient to decide. 

4. The treatment is best carried out in a hospital 
where there is a staff trained in the technique. 

5. In private practice, it resolves itself into a 
question of finances. The surroundings must be 
favorable. A trained nurse, experienced in the 
treatment, is a requisite. It is also advisable to 
have a medical assistant as well as an assistant nurse. 
The physician in charge must be within reach. His 
compensation must be commensurate with the 
services rendered. 

6. The treatment does not render the care, at- 
tention, and watchfulness on the part of the at- 
tending physician less, but rather increases his 
labors and makes his work more difficult and com- 
plicated and his responsibilities greater. 

7. Foetal heart sounds must be watched carefully 
and the pulse and respiration of the mother, as well 
as her general condition, including her state of con- 
sciousness, must be observed constantly. 

8. The method is not adapted for the general 
practitioner, but should be practiced only by those 
who devote themselves to obstetrics. 

g. It should be practiced only by those who have 
watched a fair number of cases, say ten, from begin- 
ning to end, and have thoroughly familiarized them- 
selves with the practical points in the treatment. 

10. It may develop anesthetists specially trained 
in the administration of the treatment. 

11. Pured rugs are indispensable, and attention 
to all details in the management of a case is essential. 

12. Anomalies of labor do not interfere with the 
treatment, and all minor and major operations may 
be carried out while the patient is under the influ- 
ence of the drugs, with or without the addition of 
inhalation anesthesia. 

In conclusion, the authors add that the more 
intelligent, the more refined, and the more cultured 
the woman the more readily does she come under the 
influence of the medication, the less does she require 
of the drugs and the more satisfactory is the result 
and the more appreciative is the patient. 

Epwarp L. CorneELL. 


Bollag, K.: Novocaine Anzsthesia in Normal 
Labor (Klinische Erfahrungen iiber Novakain- 
aniisthesie bei normalen Geburten). Miinchen. med. 
Wchnschr., 1915, \xii, 256. 


Bollag anzsthetizes the pudic nerve by the in- 
jection of 5, or in some cases 10, ccm. 2 per cent 
novocaine-suprarenin solution. This does away 
with the pain due to stretching of the parts without 
interfering with the force of the contractions. He 
has used the method in 225 cases. Anesthesia 
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takes place 5, or at most 10, minutes after the injec- 
tion and persists for two, or in some cases three, 
hours. The anesthesia was a failure in only 7 
cases, and that was due to its having been given 
too late. The injection should be made at the 
beginning of the bearing-down pains of the second 
stage. It does away with the stretching pains of 
the second stage without any injury to mother or 
child, and it is so simple that it can be used in the 
home as well as in the hospital. There is a much 
smaller percentage of perineal tears when this form 
of anewsthesia is used, and any suturing that is 
necessary for a tear or an episiotomy canbe per- 
formed without pain to the mother. A. Goss. 


PUERPERIUM AND ITS COMPLICATIONS 


Schiiler, W.: The Clinical Picture of Puerperal 
Infection with the Gas Bacillus (Zum Krank- 
heitsbild der puerperalen Infektion mit dem E. 
Fraenkel’schen Gasbazillus). Miinchen. med. 
Wcehnschr., 1914, No. 48. 


The author reports two cases of infection with 
bacillus aerogenes capsulatus complicating abor- 
tion. One case ended fatally after a very short 
course. Hemoglobinuria was present. It is a bad 
sign and diagnostically points to infection with the 
pus bacillus. At autopsy of the foetus, following the 
mother’s death, air was found in the lungs. This is 
an important feature, as it may lead to medicolegal 
complications. Convulsions were also present, so 
that eclampsia was at first suspected. The autopsy 
findings, however, showed cedema of the brain and 
softening, and in the cortex of the cerebrum there 
were several areas of necrosis, thus accounting for 
the convulsions. L. A. JUHNKE. 


Wahrer, C. W.: An Unusual Hematoma Follow- 
ing Labor. Surg., Gynec. & Obst., 1915, xx, 411. 


Wahrer reports an unusual case of hematoma of 
the pelvis in a young woman, following her second 
confinement. The placenta had been delivered 
manually, otherwise labor was normal. The pa- 
tient when seen on the seventeenth day was very 
pale, had a fast pulse and high temperature. There 
was a history of some irregular vaginal haemorrhage. 
The abdomen was somewhat larger than a seven 
months’ pregnancy. Laparotomy revealed a hem- 
atoma extending from the right side of the pelvis to 
beneath the ribs and to the left beyond the median 
line. Drainage resulted in recovery. The chief 
points emphasized are the great size of the tumor 
and that bleeding must have continued slowly for 
many days in order to have produced so large a mass 
without causing death. 


Zweifel: Treatment of Post-Partum Haemorrhage 
(Die Behandlung der Blutungen in der Nachge- 
burtszeit). Monatschr. f. Geburtsh. u. Gyniék., 
1915, xli, 189. 


If there is atony of the uterus, that is, if the labor 
contractions are weak, delivery should not be per- 
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formed at once, but measures should be taken to 
strengthen the contractions, and the delivery is 
performed afterward. There is no hemorrhage so 
long as the child is still in the uterus and the placenta 
is still adherent. But if the walls are atonic, the 
condition persists until after delivery and then 
severe haemorrhage may occur. To prevent this 
the walls of the uterus should be toned up by mechan- 
ical, thermic, chemical, or electrical means. 

If hemorrhage keeps up unduly after delivery, 
it must be arrested as speedily as possible, and 
Zweifel has found bimanual, extragenital massage 
of the uterus a useful method. The left hand is 
worked down between the symphysis and uterus, 
pushing the cervix firmly back against the sacrum, 
while at the same time, with the back of the hand 
and the fingers, the uterus is pushed upward against 
the right hand, which grasps the body of the uterus 
above and rubs and presses it, thus effectually 
massaging the organ. This is easily and rapidly 
done unless there is too much fat in the abdominal 
walls. Working the hand down in this way between 
the symphysis and uterus also shows whether or not 
the placenta is loose. If it has become detached, 
the umbilical cord is generally pushed out of the 
vagina by this manipulation, while if the placenta 
is still attached the protruding cord is drawn in 
again by it. While the uterus is being massaged 
in this way water at a temperature of 120° F. should 
be prepared, containing two teaspoonfuls of salt 
to each liter. Water alone dissolves blood corpuscles 
and thus checks coagulation. 

Hemorrhage from atony of the uterus is generally 
arrested in 15 minutes by the massage and heat. 
If it continues or recurs after this, there is probably 
some internal injury, and Zweifel recommends 
constricting the waist by Momburg’s method. 
This leaves the physician’s hands free for internal 
examination. If the uterus is contracting and the 
bleeding still continues, the blood must come from 
some artery, and this must be sought and ligated or 
the opening drawn up. Ifthe os is completely dilated 
at delivery there can be no laceration of the cervix. 
It is better, he adds, to wait for complete dilatation, 
using inflatable bags, or even cutting the cervix; 
this is preferable to letting it tear. If the finger 
feels a slit in the cervix, the edge each side is seized 
with forceps, thus arresting the hemorrhage and 
permitting the edges to ke sutured together between 
the forceps, which are not removed until the catgut 
is ready to be tied. When the uterus has to be 
tamponed he uses a purified tincture of ferric 
chloride made by evaporating the official tincture 
and redissolving it in distilled water. Gauze dipped 
in a 5 per cent solution of this stops hemorrhage, 
and the solution is not caustic. A.o ss. 


Blodgett, S. H.: 


Prophylaxis of Puerperal Con- 
vulsions. 


Med. Rec., 1915, \xxxvii, 478. 


Careful observation of a number of cases at the 
Massachusetts Homeopathic Hospital and in his 
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private work has enabled the author to arrive at the 
following conclusions. 

1. Careful watching of the urea output and mak- 
ing necessary changes in the diet will enable one 
to carry safely to term many cases which would 
otherwise go into convulsions or necessitate the 
induction of labor. 

2. The clinical symptoms are of secondary im- 
portance to the urea output in foretelling the prob- 
ability of convulsions. 

3. The amount of albumin in the urine in a case 
of pregnancy is of secondary importance as regards 
the probable occurrence of convulsions. 

4. With proper and_ persistent prophylactic 
treatment puerperal convulsions may be prevented, 
but after convulsions have occurred the question is 
of more serious moment. 

5. To be on the safe side an examination of a 
sample of the 24-hour urine should be made every 
two weeks during pregnancy from the third to the 
sixth month and once a week during the last three 
months. 

6. A pregnant woman whose physician does not 
keep a careful watch of the urine after the third 
month would probably be in less danger of convul- 
sions if she stopped eating meats or fish during the 
last six months of pregnancy. 


WIiLuiAM D. PHILLIPS. 


Liesegang, R. E.: Puerperal Osteomalacia (Uber 
die puerperale Osteomalakie). Zentralbl. f. Gyndk., 
1Q15, XXXiX, 241. 

It has been suspected for some time that preg- 
nancy produced acidosis, because a low alveolar 
carbonic-acid tension was regularly found, as also a 
tendency to acetonuria and increased ammonia 
formation. The proof for this has lately been 
brought by the investigations of Hasselbach and 
Gammeltoft, who regularly found an increase in the 
fixed acidity of the blood. The proof of the pressure 
of acidosis tends to support the acid theory of 
puerperal osteomalacia, as in this disease the de- 
crease of the calcium content of the osseous system 
seems to be the most important phenomena, and we 
know that the acids are the only substances capable 
of dissolving bone salts. 

The acid theory of osteomalacia was considered 
rather favorably a few decades ago. It was Levy, 
who, in 1894, on the basis of his result obtained in 
analyzing the bones of a woman with osteomalacia, 
discovered the entire acid theory which has never 
come into prominence again. He found that the 
bones of osteomalacic patients contained much less 
inorganic salts than normal bone, corroborating 
previous findings. Calcium salts were decreased 
about one-third from normal. The spongiosa 
showed a greater loss than the compacta, so that the 
process is to be considered as proceeding from the 
medulla to the cortex and epiphysis. The fact that 


the bone ash showed the same relationships be- 
tween the carbonates and phosphates as normal 
bone does, surprised Levy. He reasoned that if free 
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acid was present the much less stable carbonates 
ought to be first attacked and dissolved. Other 
authors reasoned similarly. Liesegang, however, 
has proved that one salt does not diminish more 
than the other, both decreasing proportionally. 
The mistake made by Levy and others was in 
grinding up the bone very fine and exposing it to 
the action of the acid directly. If, however, the 
bone is left intact or the particles are imbedded 
into a mass like gelatine or agar-agar, the action of 
the acid is manifested on both salts equally, because 
the acid is unable to attack the carbonates before the 
phosphates have otherwise been cleared away, allow- 
ing access to more of the former, thus keeping up 
a uniform destruction or solution of both salts. In 
the bone the connective tissue acts like the medium 
of gelatine in which the small bone particles are 
suspended; the objection of Levy against the acid 
theory of osteomalacia therefore is not based on 
fact. 

Hoffe-Seyler called attention to another difficulty 
in reference to the acid solution necessary to dis- 
solve the bony tissue; i.e., that such a solution would 
necessarily presuppose a high acidity of the blood 
not compatible with our present knowledge re- 
garding its composition. According to the recent 
investigation of Hasselbach as to the completeness 
with which the normal oxygen concentration of the 
blood is maintained in spite of acidosis being pres- 
ent, the objection is justifiable. Some recent work 
of Michaelis, however, dispels that also. He has 
proved that the normal tissue juices contrary to 
the blood are not alkaline but neutral or weakly 
acid in reaction. He concludes that in the acidosis 
of diabetes the expected increased oxygen concen- 
tration of the blood is to be sought in the tissue 
fluids of the body. The analogy in osteomalacia is 
permissible. 

The objections against the acid theory of osteo- 
malacia may therefore be set aside. We may 
assume that the calcium destruction in puerperal 
osteomalacia is a definite result of the neutraliza- 
tion process of the acidosis of pregnancy in addition 
to the other factors brought out by Hasselbach and 


Gammeltoft. L. A. JUHNKE. 
Jardine, R.: A Clinical Lecture on Puerperal 
Eclampsia. Clin. J., 1915, xliv, 73. 


The author outlines the general treatment of his 
cases of eclampsia as follows: Upon admission the 
patients are given either a tub or sponge bath, 
followed by a copious enema in order to empty the 
lower bowel, after which the stomach is washed 
out and a large dose of magnesium sulphate is left 
in. With this may be given a large dose of chloral 
and bromides. Realizing that the urinary system 
is also at fault he gives saline transfusions, contain- 
ing one dram each of sodium chloride and sodium 
acetate to the pint of water, usually under the 
breast. Elimination by the skin is also favored by 
the use of hot-water applications or packs. To 
control the convulsions he does not advise the gen- 
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eral use of chloroform, because of the effect on the 
liver, nor morphine, because of the effect on the 
secretions. In cases with high tension and pulse 
rate he advises the use of veratrone in 0.5 ccm. 
doses, repeating it in a few hours if necessary. 

In regard to the obstetrical treatment, it is best 
not to interfere, but to let nature take its course, as 
in the majority of cases the results will be better. 

He concludes by reporting briefly 13 cases, 9 of 
which were pregnant for the first time; of the mul- 
tipara one was pregnant for the eighth time, one 
for the eleventh, and one for the thirteenth. In 
5 of the cases the convulsions began after delivery. 

WituiAM D. PHIcurpes. 


Fromme, F.: Ligation of the Vena Cava in Puer- 
peral Pyzemia (Uber die Unterbindung der Vena 
cava bei puerperaler Pyiimie). Zischr. f. Geburtsh. 
u. Gyndk., 1914, Ixxvi, No. 2. 

In a puerperal pyemia post-abortion in which all 
other measures had failed the author decided to 
ligate the veins in the pelvis. He found complete 
thrombosis of the right common iliac vein extending 
2 cm. into the vena cava. The left common iliac 
vein was normal. The vena cava was ligated three 
and one-half fingers above the bifurcation with a 
firm silk ligature. The fever ceased, but on the 
tenth day after operation fresh chills and fever set 
in, causing death in three weeks. 

At autopsy it was shown that the ligation of the 
vena cava was insufficient, as the infectious process 
passed over to the left common iliac vein and by a 
circuitous route reached the heart. In similar 
cases the author advises the ligation of the normal 
iliac vein just below the bifurcation. 

L. A. JUHNKE. 


MISCELLANEOUS 


Prochownick, L.: A Contribution to the Attempts 
Made at Artificial Fertilization in the Human 
(Ein Beitrag zu den Versuchen kiinstlicher Befruch- 
tung beim Menschen). Zentralbl. f. Gyndék., 1915, 
XXXIX, 145. 

The author reviews his experiences derived from 
attempts made at artificial fertilization, or, better, 
artificial introduction of semen for fertilizing pur- 
poses. He divides the cases into three distinct classes. 

The first class of cases includes those in which 
sterility is due to some defect of the man, such as 
hypospadias or epispadias, with healthy semen. 
Mechanical measures, such as the introduction of 
a sponge into the vagina during coitus and later 
forcing it up against the cervix may prove success- 
ful; or the semen may be artificially introduced 
directly into the uterus. 

The second group of cases is due to decreased 
impotence of the man in the presence of healthy 
semen and healthy but very small external genitalia. 
The cause of this impotence frequently is due to 
early marriage, lack of physical exercise from child- 
hood on, poorly developed penis, testicle, and epidi- 
dymis. In others the organs may be normal and the 
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semen may appear normal, and still sterility results. 
The author had successful results in several cases 
by introducing the semen directly into the uterus. 

The third group consists of cases in which the 
sterility is due to a diseased condition in the woman. 
Inflammatory conditions of the uterus, tubes, and 
ovaries are responsible in the majority of instances, 
and are common in the practice of all gynecologists. 
Through patience and conservative measures of 
treatment many cases will ultimately be cured 
and conception follow. Other cases in which defi- 
nite pathological conditions prevent conception 
must of course be submitted to the operative meas- 
ures necessary. 

A few words about the technique: In addition to 
the technical details a thorough knowledge of both 
persons is necessary. All imposing preparations 
should be avoided, antiseptic as well as aseptic; 
the instruments, hands, and gloves should be clean, 
warm, and dry. He employs the Braun metal 
and glass syringe and the semen is injected directly 
into the uterine cavity. The remainder of the 
semen is placed on gauze at the external os and 
allowed to remain for an hour and a half, when 
the gauze is removed. 

Considerable tact is necessary in the management 
of these cases, as fear, restlessness, and bashfulness 
must be combated so as to avoid loss of time, which 
is essential after the semen is obtained. 

Further study and comparison of technique, 
conditions, and results are necessary before any 
definite conclusion can be drawn, as the attempts so 
far have been too few. The author hopes that 
others will take up the problem and endeavor to 
obtain a solution. L. A. JUHNKE. 


Adachi, S.: Method for the Diagnosis of Pregnancy 
(Beitriige zur Schwangerschaftsdiagnose mittels des 
Antitrypsinverfahrens).  Zischr. f. Geburtsh. uw. 
Gyniik., 1914, Ixxvi, No. 2. 

The author’s investigations were carried out on 
the material of the Charity Gynecological Clinic 
according to the method of Rosenthal. The sera 
of non-pregnant, normal pregnant women being 
used on eclamptics and on patients with gynecologic 
or obstetric abnormalities. 

In regard to pregnancy the reaction was tried on 
30 clinically positive pregnant cases and 29 of them 
reacted positively; i.e., the antitryptic action of the 
serum was greater than normal. It is therefore 
highly probable that the early diagnosis of pregn- 
ancy is rendered more certain by a definite decrease 
in the antitryptic titer of the serum which occurs in 
the early months of pregnancy. L. A. JUHNKE. 


Pfeiler, W., Standfuss, R., and Répke, E.: Abder- 
halden’s Dialysis in the Diagnosis of Pregnancy 
(Uber die Anwendung des Dialysierverfahrens fiir 
die Erkennung der Triichtigkeit). Zentralbl. f. Bak- 
leriol., 1915, xxv, 525. 

The authors give the detailed results of a large 
number of experiments on animals with Abder- 
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halden’s dialysis. They find that ferments are 
demonstrable in the serum of pregnant and tuber- 
culous animals which catabolize placenta or tuber- 
culous tissue. These ferments are not strictly 
specific, but the serum of pregnant animals fre- 
quently catabolizes tubercular tissue, and the serum 
of tubercular animals catabolizes placenta. Other 
tissues, too, such as the liver or placenta of other 
species of animals, are catabolized. The serum 
of non-pregnant and non-tubercular animals also 
frequently shows a reaction with placenta, tuber- 
culous tissue, and tissue of other species. 

There are certain tissues which are especially 
easily influenced by the serum of pregnant, dis- 
eased, and normal animals. Diseased tissue, for in- 
stance tuberculous tissue, seems to be more readily 
affected by the ferments than normal tissue. K jaer- 
gaard holds that the difference in reaction between 
pregnant and non-pregnant sera is only a quantita- 
tive one. By modifications in the experiments it 
can be shown that every serum has some proteolytic 
action on placental tissue. The authors decide that 
no definite conclusions with reference to diagnosis 
can be drawn from the reaction. A. Goss 


Stresemann: Investigations Conducted with the 
Aid of Abderhalden’s Dialysis Reaction During 
Pregnancy and in Other Gynecological Affec- 
tions, Including Cancer (Untersuchungen mit 
Hilfe des Abderhaldenschen Dialysierverfahrens bei 
Schwangerschaft und gynaekologischen Erkrank- 
ungen einschliesslich Karzinom). Gyndk. Rund- 
schau, 1914, viii, 585. 

In a second series of experiments with the Abder- 
halden dialysis reaction the author tabulates his 
results in detail. The serum of pregnant women 
in every case gave a positive reaction. The serum 
of all cancer patients gave a positive reaction for 
cancer tissue only and a negative reaction for pla- 
centa albumin. The serum of pregnant women did 
not digest cancer tissue, showing that the reaction 
is really more specific than hitherto believed. In 
all cases in which a negative reaction for placental 
albumin and cancer was obtained, cancer and preg- 
nancy could be excluded positively. Five positive 
non-pregnant women gave a positive reaction for 
placental albumin. The author believes that these 
cases are due to errors of technique, which in spite 
of the utmost care creep in and probably will in the 
future also. The complicated technique and the ma- 
terial which deteriorates rather easily must be held 
responsible for that. The placental and cancer tissues 
are not very stable in spite of the most careful pre- 
paration and preservation in chloroform toluine. 

All material employed should be thoroughly 
tested before any experiment is made, and controls 
are absolutely essential. The Aberhalden test 
undoubtedly is of practical importance, but as yet 
should not be employed generally in practice, owing 
to the numerous errors and difficult technique. 
The reaction should be made only in a well-equipped 
laboratory and in competent hands, and even then 
there will be failures. L. A. JUHNKE. 
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Kjaergaard, S.: Abderhalden’s Reaction of Preg- 
nancy, Its Method and Specificity; Investiga- 
tions on Healthy Women Post- and Premen- 
strually (Uber Abderhalden’s Gravidititsreaktion, 
ihre Methodik und Spezifitit, Untersuchungen von 
gesunden Frauen post- und primenstruell). Zéschr.f. 
Immunitdtsforsch. u. exper. Therap., 1914, xxii,No. 1. 


The author first discusses the technique and 
specificity of the reaction and, second, the results 
obtained in ten healthy women on whom the re- 
action was tried. He comes to the same conclusion 
as Herzfeld did recently, but by another route en- 
tirely, that the sera of non-pregnant women also 
possess proteolytic properties. The difference in the 
reaction between the pregnant and the non-pregnant 
woman is only’of a quantitative nature. The pro- 
perties regarding placental tissue are demonstrable 
by making a few modifications in the technique. 

It is important to be particular in regard to the 
quantitative relations under which the tests are 
made, of the time of reaction, the quantity of 
placenta used, and of the quantity and concentra- 
tion of the serum. One receives a thorough con- 
ception of the proteolytic property by performing 
tests with a gradually increasing time of incubation. 

During pregnancy a definite increase in the proteo- 
lytic property of the serum is demonstrable; the 
serum of pregnant women reacts much more strongly 
than that of non-pregnant women or of men. There 
are conditions, such as salpingitis, achylia, and 
metrorrhagia, in which the proteolytic property of 
the serum is increased, so that it may react more 
strongly than the weakest reacting serum of preg- 
nant women. The diagnostic value of the method, 
therefore, must naturally be judged accordingly. 
The greatest significance may be attached to the 
slight proteolytic activity; if a serum after 16 
hours’ dialysis does not give a reaction, it speaks 
very definitely against progressive pregnancy. A 
positive reaction may be induced by other conditions 
besides pregnancy, and it is therefore of little diag- 
nostic value. 

The normal proteolytic activity of the serum of 
women is subject to cyclic variations from menstrua- 
tion to menstruation, with increase in the premen- 
strual state. This premenstrual increase gives 
rise to reactions similar to those of pregnancy and 
is therefore of much practical importance in addition 
to its theoretical significance in explaining the in- 
creased proteolytic property of the serum during 
pregnancy. L. A. JUHNKE. 


Lohmeyer, G.: The Behavior of Proteolytic Fer- 
ments of the Leucocyte During Pregnancy, 
Puerperal Diseases, and in Tumors of the Fe- 
male Genitalia (Uber das Verhalten der proteoly- 
tischen Fermente der Leukocyten bei Graviditit, 
puerperalen Erkrankungen und Tumoren der wei- 
blichen Geschlechtsorgane). Zéschr. f. Geburtsh. u. 
Gyndk., 1914, Ixxvi, No.2. 

The author conducted the above experiments 
according to a method devised by him and fully 
described in the original. His conclusions are: 
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1. Pregnancy from the onset produces a defi- 
nite increase of the proteolytic leucocyte ferment 
which persists during labor and during the first 
few weeks of the puerperium. 

2. In puerperal fever and in all fevers the proteo- 
lytic power of the leucocytic ferment is increased 
as long as the fever lasts. 

3. The proteolytic ferment is also increased in 
cancer, tuberculosis, and especially in inflammatory 
diseases of the genitalia, but not in myoma unless 
it is infected. L. A. JUHNKE. 


Huffmann, M.: The Determination of the Total 
Quantity of Cholesterin in the Blood of Preg- 
nant Women and of Gynecologic Cases. (Zur 
Bestimmung des Gesamtcholesterins im Blute an 
geburtshilflichen und gynikologischen Fiillen. Zen- 
tralbl. f. Gyndk., 1915, XXxix, 33. 

The author carried on a series of experiments to 
determine the total quantity of cholesterin in the 
blood of pregnant women and of gynecological 
cases. She employed the method of Autenrieth 
and Funk, which is described in detail. 

The cholesterin content of the blood increased 
during pregnancy from its normal quantity of 0.15 
per cent to an additional 0.06 per cent on the 
average. The curve reaches its maximum during 
the last month of pregnancy; 8 to 10 days afterward 
it again drops to normal, irrespective of whether 
the mother nurses the child or not. In eclampsia 
the cholesterin content is especially high. Blood 
from the umbilical cord has a fairly constant amount, 
0.11 to 0.12 per cent independent of whether the 
content of the mother’s blood is higher or lower. 
Menstruation does not influence the cholesterin 
curve. A definite rise is noticed during an anes- 
thetic; whereas in malignant tumors a decrease in 
the quantity is found, especially if at the same time 
a definite anemia or cachexia is present. 

L. A. JUHNKE. 


Jaworski, J.: The Changes of the Heart and Heart 
Muscles During Pregnancy (Die Veriinderungen 
des Herzens und des Herzmuskels wihrend der 
Schwangerschaft). Gaz. lek., 1914, No. 22. 


The author very carefully examined 14 pregnant 
women, 12 of whom were perfectly well, in regard 
to the cardiac changes during pregnancy. The 
patients were not only examined clinically, but the 
findings were corroborated with X-ray findings. 
All the women were below 31 years of age, all were 
either primipare or duopare and were at term. 

The investigation showed that: 

1. During pregnancy, the heart is enlarged in the 
long diameter as well as in the transverse. 

2. Most commonly and to the greater extent 
the left ventricle hypertrophies. 

3. Dislocations of the heart occur. 

4. The heart is forced against the anterior tho- 
racic wall. 

The author further found that a degeneration of 
the cardiac muscle could be demonstrated quite 
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frequently; also an enlargement of the liver, a 
decreased kidney function, oligocythamia, leuco- 
cytosis, and hydremia. All these are signs of an 
intoxication, attributable to the transmission of 
chorionic villi throughout the system. It may be 
considered as a synctiotoxemia, directly or indirect- 
ly due to an insufficiency of the liver andkidney 
function. L. A. JUHNKE. 


Smith, F. D.: Permanent Enlargement of the 
Contracted Pelvic Outlet. Med. Rec., 1915, 
Ixxxvii, 569. 

Many cases of dystocia due to contraction of the 
pelvis can be temporarily overcome by a limited 
increase in the diameter of the pelvic outlet. Many 
borderline cases should be permanently relieved by 
an increase of not more than 1.5 to 2 centimeters in 
the conjugate diameter. Smith states that it is 
possible to obtain this by permanently spreading the 
pubic bones, which can be accomplished by the 
isoplastic transplantation of bone of a certain width 
to maintain the desired distance between the pubic 
bones, the transplant being obtained from the in- 
ternal surface of the upper extremity of the tibia. 

W. D. PuIiirs. 


Oden, R. J. E.: Hydrocephalus: the Possible Rela- 
tion of a Contracted Pelvis to Hydrocephalus 
Developing After Birth. J. Am. M. Ass., 1915, 
Ixiv, 816. 


A case is reported in which two successive chil- 
dren developed post-partum hydrocephalus; both 
parents were free from stigmata of disease, but the 
pelvic mensuration of the mother revealed a con- 
tracted pelvis. A third child, delivered through 
a cesarean section, showed no abnormal symptoms 
several months later. 

This case is sufficient to serve as a forcible argu- 
ment for the possibility of a contracted pelvis being 
the prime causative factor in many cases of post- 
partum hydrocephalus. Epwarp L. CorneLt. 


Marek, R.: Rare Obstetrical Cases; Tetany of the 
Mother (Zur Kasuistiksel tener geburtshilflicher 
Fille; Tetanie der Mutter). Cas. éesk. lék., 1913, 
No. 44. 

The author describes nine cases of this disease, 
several of which were complicated with tetanic 
cataract and were operated upon in the eye depart- 
ment of the hospital. In most instances the patients 
were multipare who developed tetany in the last 
pregnancy. The symptoms in most cases appeared 
during the latter half of pregnancy. One patient 
died. As to the cause of the disease, the author 
considers it due to parathyroid insufficiency induced 
by a lack of calcium salts. The prognosis, in view 
of the almost certain recurrence, is unfavorable. 
Therapeutically calcium chlorate has given good 
results when given in large doses; extract of para- 
thyroid glands is less valuable. In severe cases an 
interruption of pregnancy was necessary. 

The author also reports two cases of bronchial 
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asthma during pregnancy which came under his per- 
sonal observation, and three in the literature (Voight, 
Esch, Massini). In the first case the author was 
compelled to interrupt labor during the fifth month 
and the patient was saved. In the second case he 
performed caesarean section in the interest of the 
child. The patient died shortly after the operation; 
the severe coughing spells resulted in the prolapse of 
the bowel through the wound and could not be 
controlled by means of morphine hypodermically, 
morphine by mouth, pyrenol, etc. L.A. JuHnke. 


Morgan, H. J.: The Premature Infant. Ohio Si. 
M.J., 1915, Xi, 170. 


The premature infant occurring once in seven 
births in hospital and clinic services is not so fre- 
quent an occurrence in the better class of private 
practice. Any baby weighing less than four pounds 
or measuring less than nineteen inches in length 
must be included in this group. The majority 
of deaths are ascribed to bronchopneumonia and 
syphilis. .1n important factor operating against 
their chances of living is the lack of development 
of the heat-regulating centers. For the main- 
tenance of proper body temperature the patent 
incubators are mostly unsatisfactory; in hospitals 
the hot room, with 500 cu. ft. of air space for each 
infant, serves well. In the home a properly padded 
clothes basket is convenient and suitable. Heat 
is furnished by hot-water bottles suspended along 
its sides. Electrically-heated pads are condemned 
as dangerous. A temperature of 85° F. must be 
maintained within the basket. After the initial 
oil-rub the infant is encased in a gauze-cotton coat 
and left undisturbed. The loss of heat from ex- 
posure for subsequent oil-rubs is a disadvantage. 

Feeding is an important problem. Diluted 
breast milk, kept warm during the feeding, may be 
administered by a medicine dropper or by gavage 
in doses from a dram to an ounce every hour or so. 
A 2 to 4 per cent sugar solution in whey forms an 
acceptable substitute. Stimulation by drugs may 
be administered in the feedings. Extra care and 
attention are necessary, not only through infancy 
but during the earlier years of childhood as well. 

Paitip F. WILLIAMS. 


Zacharias, E.: Genital Heemorrhages in Newborn 
Girls (Genitalblutungen neugeborener Midchen). 
Med. Klin., Berl., 1914, No. 44. 


The genital hemorrhages of newborn girls must 
be differentiated from menstruatio precox. They 
appear most frequently on the sixth and seventh 
days and are slight, rarely severe. They last only 


a short time, 2 to 3 days. Other disturbances of 
the genitalia or of the general constitution did not 
occur at the clinic of Zweifel in Leipzig. The prog- 
nosis is favorable, no treatment being necessary as a 
rule. 

According to Halban, these hemorrhages depend 
upon an enlargement of the uterus due to irritating 
substances which originate in the placenta (internal 
secretion) and pass over into the foetal blood stream. 
After birth this irritation ceases and the uterus 
decreases in size. The children in whom this 
occurred were exceptionally large and the pressure 
exerted at birth, according to the author, predis- 
posed to genital hemorrhages. L. A. JUHNKE. 


Heynemann, T.: Cause of Icterus Neonatorum 
(Die Entstehung des Icterus Neonatorum). Zéschr. 
f. Geburtsh. u. Gyndék., 1915, Ixxvi, 788. 


Heynemann concludes that icterus neonatorum is 
primarily due to incomplete function of the liver- 
cells during the first few days of life: the liver hav- 
ing not developed sufficiently to meet the increased 
demands made on it after birth. The development 
of the condition is favored by the congestion of the 
liver and the attendant destruction of red blood- 
cells which takes place at this time. 

The cause of the destruction of red blood-cells is 
not definitely known. It is probably due to in- 
creased activity of the stellate cells of the liver. 

A. Goss. 


Thompson, L.M.: Post-Obstetrical Pathology from 
the Gynecologist’s Viewpoint. Clinique, Chi- 
cago, 1915, XXXvi, 177. 

While advanced science has made it possible 
for the obstetrician to prevent infections after child- 
birth, mechanical injuries to the soft parts still 
need to be considered. 

Schroeder asserts that the perineum is torn in 
34 per cent of the primipare and in g per cent of the 
multipare. While the injury is sometimes slight 
and leaves no definite harmful results, many times 
a woman will drift along for years with a history 
of having never quite recovered from a certain child- 
birth. Every precaution should be taken to pre- 
vent lacerations of either the cervix or the perineum, 
but in case of such an injury it should be repaired 
at the time of delivery or as soon thereafter as the 
condition of the patient will allow. It should be 
the aim of every man practicing obstetrics to leave 
a woman either with no mechanical conditions 
following labor, or if these occur in the confinement 
they should be so well repaired that she will be 
as well after as she was before. C. D. Hotes. 
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Anderson, J.: A Case of Polyglandular Syndrome 
with Adrenal Hypernephroma and Adenoma of 
the Pituitary. Glasgow M. J., 1915, \xxxiii, 178. 


The author reviews in detail the case history, 
clinical and autopsy findings, and the pathology of 
a case showing lesions in two of the ductless glands. 
He restricts the term “polyglandular” to those 
cases showing disordered activity of the ductless 
glands in which it is difficult to determine which of 
the structures is primarily at fault. He states that 
many cases of polyglandular syndrome have been 
described clinically, but very few have demonstrated 
lesions in two of the ductless glands after death. 
The report is summed up by a comparison of the 
pathology with the clinical findings. 

The case reported is a female, aged 28, who had 
been sick since the latter part of 1908, and had been 
treated for some time for gastritis. Pain developed 
in the left ovarian region. Menstruation had been 
very irregular since the beginning of her history, 
and amenorrhoea had been present for the past 
three and one-half years. She had become stout 
and there was a marked growth of hair on the face 
and body. She had extreme headaches. The eyes 
became prominent and red with intense pain back 
of the balls. Her memory was poor and sleep im- 
possible. She had enjoyed excellent health prior 
to the onset of the trouble. When admitted to the 
infirmary in 1913, in addition to these findings the 
physical examination showed a very stout female 
who appeared much older than her stated age; there 
was pronounced exophthalmos; subcutaneous fats 
were very marked, especially over the body; the skin 
was dry and harsh. There was petechial hemor- 
rhage on the hands and arms. The heart and pulse 
were practically normal; the abdomen showed slight 
tenderness and indefinite pains on deep palpation; 
the blood-pressure was 185 mm. During a period 
of three months in the infirmary the condition 
changed very little except that her skin hemorrhages 
became very marked and were caused by the slight- 
est trauma or jar, and at one time she passed a blood 
cast of the bowel. 

She returned home, but was confined to bed with 
intense headaches and increasing haemorrhages 
from the skin as well as from the bowels. Death 
from gradual asthenia occurred about two months 
after she went home. The summary of a complete 
post-mortem showed chronic Bright’s disease, and 
the presence of tumor nodules in the suprarenal and 
pituitary glands. There was a senile condition of 
the uterus and ovaries. Arteriosclerosis was pres- 
ent. The pituitary gland showed marked conges- 


tion, and in the anterior lobe was found a tumor the 
size of a millet seed. This tumor was adenomatous 
and did not seem to be encapsulated. The cortex 
of the suprarenal showed evidence of slight hyper- 
plasia and very marked congestion. The medullary 
portion was rather small in size, but the chromo- 
phile cells were quite abundant. In the left supra- 
renal a tumor the size of a green pea was present in 
the medulla of the gland, the macroscopic appear- 
ance of which resembled very closely the character 
of the cortex. The uterus was small and its appear- 
ance was that of a uterus in the post-climacteric 
stage. The ovary was small, fibrous, and senile in 
character, the thyroid gland slightly enlarged and 
congested, the thymus fatty and atrophied. 

The author states that cases of polyglandular 
syndrome with symptoms pointing to pathology in 
two of the ductless glands are not rare, and he cites 
in proof cases of acromegaly and exophthalmic 
goiter occurring in the same patient. In deter- 
mining the primary focus in such cases, the author 
thinks one must always take into consideration the 
interrelationship and interdependence of the inter- 
nal secretory glands, and the influence of the with- 
drawal or increased action of the secretion of one vr 
another on the structure and function of the re- 
mainder. He thinks one should always consider 
the question as to whether the lesions met with in a 
given case must be regarded as causative, or as 
secondary to disturbance of glands which should act 
in harmony. He thinks it possible that a gastro- 
intestinal toxemia is the probable explanation of the 
first stage of the onset of the glandular activities. 

Considering the relationship of the ductless glands 
to the clinical history, the author shows the patho- 
logic basis of the several clinical findings. He sum- 
marizes as follows: 

“We must admit the presence of a lesion in two of 
the ductless glands, with disturbance of their func- 
tion, and associated with this were noted structural 
changes and disturbed function of the other glands. 
If the histological appearances are of any value in 
the estimation of the case, we should be influenced 
in favor of the pituitary disturbance as the chief 
factor, and would regard the case as primarily one 
of hypopituitarism. ‘The influence of the pituitary 
secretion on the ovary is stimulating in character, 
and its withdrawal leads to loss of sexual charac- 
teristics and atrophic changes. Its influence on the 
suprarenal and thyroid, on the other hand, may be 
regarded as inhibitory, and decrease of its function 
may allow of a hyperfunctioning of these organs, 
with, in the case of the former, symptoms of hyper- 
adrenalism and development of the secondary male 
sexual characteristics.” G. J. THomas. 
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Fowler, O. S.: A Safe Technique in Renal Radio- 
graphy. Denver M. Times, 1915, xxxiv, 335. 

While it is unfair to condemn a valuable diagnostic 
method because some damage has resulted from 
its use, or because fatalities have been attributed to 
it, when the sum of such damage or fatalities is 
distinctly less than the damages chargeable to the 
alternative course, as is the case with the injection 
of opaque substances into the renal pelvis as con- 
trasted with ‘exploratory operation,” the author 
feels that renal radiography may and should be 
an entirely safe procedure. 

Opaque substances should not be used to estimate 
the capacity of the renal pelvis. Furthermore, it is 
not essential that the pelvis be distended with the 
silver solution for the production of a satisfactory 
radiogram. Under these circumstances the exact 
shape of the pelvis is not obtained, but this is a 
matter of little moment; the essential thing is to 
determine if there is an obstruction, its character, and 
its position, and these things can be learned by the 
injection of relatively small quantities of solution. 

The author’s technique consists in the estimation 
of pelvic capacity, if this seems desirable, by the 
injection of a weak solution of methylene blue some 
days prior to the radiographic examination. Then 
one-half this quantity of collargol is used, half of 
it being injected into the pelvis, and half into the 
upper end of the ureter. If this preliminary exam- 
ination has not been made, then 3 ccm. of 15 per 
cent collargol are injected into the pelvis, and an 
equal quantity into the upper part of the ureter. 
It is essential that these injections be made immedi- 
ately before the exposure, and that the patient be 
in the upright posture. After the exposure, the 
patient should maintain a recumbent posture until 
the urine clears. S. W. Moorneap. 


Adams, J. E.: Urinary Calculus in the Pelvic 
Portion of the Ureter. Lancet, Lond., 1915, 
clxxxviii, 857. 


The author gives the three common situations in 
which calculi become arrested: (1) at the junction 
of the renal pelvis and ureter; (2) at the abdominal 
portion of the ureter; (3) in the pelvic portion of 
the ureter. 

He diagnoses the presence of ureteral calculi by 
the following symptoms: The patient complains of 
pain in the rectum aggravated by pain on defeca- 
tion, abdominal or pelvic pain, renal or ureteral 
colic. The most common history is of severe attacks 
of pain in the lumbar region in the past and dull 
gnawing pain in the lower abdomen in the present. 
Pelvic calculus causes pain starting in the loin and 
extending to the hypogastrium. Pain is usually 
accompanied by vomiting, sweating, and hematuria. 
Rest in bed seldom relieves the attacks. Frequent 
micturition and albumin also reveal the presence 
of calculus. Adams often noticed tenderness and 
rigidity on palpation in both lumbar regions. He 
cites Thomson Walker, who states that bladder 
irritation, frequent micturition with pain along the 


urethra to the end of the penis accompanied by 
painful emissions, hemospermia, and testicular pain 
are prominent symptoms of calculi impacted in the 
last few inches of the ureter. The most important 
diagnosis is by X-ray examination, where calculi 
are noticed as elongated or bean-shaped bodies 
with one pointed extremity. 

In cases where all palliative measures fail, 
Adams operates by a suprapubic route as advo- 
cated by Judd. He distends the bladder with fluid 
and places the patient in a moderately high Trendel- 
enburg position and makes the usual median in- 
cision as for suprapubic cystotomy. Then he 
sweeps away with a gauze pad the peritoneum and 
passes two silk guides through the muscular coats 
of the bladder, which is emptied of its fluid. After- 
wards he pulls the bladder up toward the lower 
angle of the wound and pushes the cellular subperi- 
toneal tissue toward the diaphragm, until he finds 
the ureter, which is dilated if a calculus is present. 
When he identifies the presence of a calculus, he 
passes a couple of catgut stitches through the 
ureteral outside coats and pulls it up toward the 
surface of the wound. Following this procedure he 
makes a small slit in the dilated ureter and removes 
the calculus with narrow-bladed forceps and closes 
the incision with fine catgut at right angles to the 
long axis of the ureter. After operation he drains 
the wound down to the ureter with a rubber tube, 
which is withdrawn by degrees after forty-eight 
hours if the wound remains clean. In all his cases 
the wounds were healed at the end of a fortnight and 
he advises this route for operation on the pelvic 
portion of the ureter because it is simple, easy, and 
rapid. J. Rappa. 


Coryell, J. R.: Renal Cancer Associated with Renal 
Stone. Bull. Johns Hopkins Hosp., 1915, xxvi, 93- 


Chronic irritation as a cause of cancer in general 
is discussed, and a summary of the evidence which 
points to this conclusion is set forth. The report 
is based on 145 nephrectomies at the Mayo Clinic, 
of which 131 contained stones alone, 5 cancer alone, 
and 9 were cases of cancer associated with stone. 
In other words, in 64 per cent of cases cancer of the 
kidney was associated with stone. The macroscopic 
and microscopic findings in these cases seem to 
warrant the following conclusions: 

1. Renal epithelium not infrequently regenerates. 

2. Renal tubules regenerate not infrequently as a 
whole. 

3. The stages of development of renal epithelium 
under the influence of, or as a result of, irritation 
which is constant and prolonged are: (1) normal, 
(2) inflammatory, (3) hyperplastic, (4) neoplastic — 
benign or malignant. 

4. The preparatory phenomena of renal new- 
growth seem to take place, not in the area which 
shows actual inflammatory reaction, but just be- 
yond the same. 

5. Even if heredity plays the same réle in human 
cancer as it seems to play in mouse cancer, chronic 
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irritation in the kidney is still of great importance, 
in that it determines the location of the neoplasm. 

6. Renal cancer develops from the epithelium, 
both of the pelvis and of the tubules. 

In all specimens studied, the kidney in some por- 
tion showed an inflammatory reaction. The de- 
struction of the renal substance varied in degree and 
was brought about by interstitial or parenchymatous 
changes or both; and suppuration was of frequent 
occurrence. 

After having seen the gradual changes from normal 
tissue to inflammatory, from inflammatory to hyper- 
plastic, and from hyperplastic to neoplastic, it 
appears probable that the chronic irritation brought 
on by the stones was the direct cause of the cancer. 

C. R. O’CROWLEY. 


Hagner, F. R.: Acute Hematogenous Infection of 
the Kidney. Virg. M. Semi-Month., 1915, xx, 30. 


The vast majority of cases of acute hematogenous 
infection of the kidney are unilateral, a possible 
explanation of which is given by the experiments of 
Brewer, who experimentally reduced the resistance 
of a dog’s kidney by injury or circulatory disturbance 
and obtained infection by injecting bacteria into 
the circulation. According to Cunningham, the 
pathological process is of two distinct types: (1) 
the acute fulminating type with abscess formation 
usually due to staphylococcus or streptococcus 
infection, and (2) the diffuse inflammatory type 
without breaking down of tissue which is due to the 
colon bacillus. 

The two types are also distinguishable clinically, 
which is of great surgical importance, inasmuch as 
the acute form with abscess requires immediate 
and radical treatment, usually nephrectomy, where- 
as the diffuse form of the infection may not demand 
surgical interference. In the fulminating type with 
more general pain the condition may so much 
resemble intraperitoneal disease that the kidney 
is very likely to be overlooked. In many instances 
the affected kidney is so overwhelmed that its 
function is suspended or nearly so. In these cases 
it is of the greatest importance to be certain of the 
presence of a good kidney on the opposite side, as 
the diseased kidney will, as a rule, have to be 
sacrificed. ‘The author reports two cases, one of 
each type. 

The first case was a child to years old who had 
been running a temperature of 1o1° to 103° for 14 
days, caused by tonsillitis for which the tonsils had 
been removed without improvement. The only 
subjective symptoms were pain and tenderness on 
the right side. A tentative diagnosis of chronic 
appendicitis had been made, but on account of 
the presence of a small amount of pus in the urine a 
cystoscopic examination was advised. ‘The urine 
from the left kidney was normal but that from the 
right showed a little pus and was cloudy. A uni- 
lateral kidney infection was diagnosed and opera- 
tion advised. At the operation the kidney was 
split from pole to pole, two infarcted areas, the only 


evidence for which on inspection were two areas of 
increased solidity in the lower half of the kidney, 
were removed, a drainage tube inserted in the lower 
pole down to the pelvis, and the wound sutured. 
The temperature reached normal within 36 hours. 
The patient is now 19 and apparently in perfect 
health. 

The second case, in which the diagnosis was not 
confirmed by operation, which was not necessary, 
was clinically of the nature of a diffuse infection. 
A pure culture of the colon bacillus was found in 
the urine, and, because of the great increase in pus 
in the urine with fall of temperature and clinical 
improvement, suppuration with drainage into the 
kidney pelvis was diagnosed. 

Of the 43 cases reported by other surgeons, 22 were 
treated by nephrectomy with one death; 12 by 
nephrotomy or decapsulation and incision with 
drainage of the infarcts with six deaths. The 
milder cases which have recovered without opera- 
tion have been mostly due to the colon bacillus. 

FRANK HINMAN. 


Weber, F. P.: Bilateral Hypernephroma, with 
Secondary Thrombosis of the Inferior Vena 
Cava and Terminal Uremia. Proc. Roy. Soc. 
Med., 1915, viii, Med. Sect., 6. 

The case reported by Weber is that of hyper- 
nephroma occurring in both kidneys, with second- 
ary thrombosis of the inferior vena cava. The 
first symptoms were noticed in February, 1914, 
with swelling of the legs. The patient was admitted 
to the hospital in October, 1914, feeble and ema- 
ciated, with distended abdomen and oedematous legs. 
There had been no urinary symptoms, but shortly 
after entrance the urinary output began to decrease, 
and the patient died a month later. 

Autopsy showed hypernephroma of both kidneys, 
with metastases in the liver and lungs. The inferior 
vena cava was blocked with antemortem clot 
throughout its whole length; the clot involved both 
the iliac veins below and extended upward to the 
right side of the heart, terminating by a rounded 
mass which projected into and partly filled up the 
right auricle. Both the hepatic and the renal veins 
were similarly affected. Microscopical examination 
of the clot showed it to be secondarily infiltrated 
by the malignant growth. J. DeLiincer Barney. 


Liek, E.: The Arterial Collateral Circulation of 
the Kidney (Ein weiterer experimenteller Beitrag 
zur Frage des arteriellen Collateralkreislaufs der 
Niere). Arch. f. klin. Chir., 1915, cvi, 435. 

Liek discusses the work of Isobe, Katzenstein, 
and others who have attempted to prove by experi- 
mental work that there is no collateral circulation 
in the kidney, but that one can be created by paint- 
ing the kidney with iodine and implanting it in the 
lumbar muscles or by nephrotomy and implantation 
of omentum. He also describes in detail experi- 
ments of his own on dogs that he holds disprove these 
contentions. His own experiments prove that the 
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renal artery (of the dog) is not a terminal artery, 
but that it has anastomoses with numerous other 
extremely small vessels. 

The kidney does not die completely after ligation 
of the chief artery; but greater or less areas remain 
alive, depending on the number and size of the 
collaterals. Though the intact kidney has col- 
laterals, they cannot ordinarily be demonstrated, 
because they are so small that the material injected 
does not enter their lumen, but after the ligation 
of the chief artery they dilate, owing to the func- 
tional demands made on them. This takes some 
time, but after 12 hours the vessels are filled with 
the injected material. These normal collaterals 
were the ones Katzenstein thought had been pro- 
duced by his surgical procedures. Liek thinks 
that decapsulation and operations such as those 
referred to are not justifiable in human beings for 
the sake of increasing the kidney circulation. The 
fact that there are collaterals in the human kidney 
is indicated by the development of infarcts. 

A. Goss. 


Taylor, F.: A Case of Multiple Pulsating Tumors 
Secondary to Hypernephroma. Lancet, Lond., 
1915, clxxxvili, 483. 

The patient, a sailor aged 59, had a severe attack 
of hematuria. He was found to have pulsating 
swellings of the right elbow, the right shoulder, and 
the right gluteal region. He gradually became 
weaker and died 10 months after he was first seen 
by the author. The pulsating tumors manifested 
themselves one year after the first attack of hama- 
turia. 

At necropsy the left kidney was found to measure 
5.5 inches vertically. The upper third was occupied 
by a spherical tumor 2.5 inches in diameter; it was 
lobulated and had a definite capsule. On section 
it presented hemorrhagic areas. Throughout the 
rest of the kidney, with the exception of one inch at 
the lower pole, were scattered growths of the same 
kind, from the size of a pea to that of a filbert. The 
left suprarenal capsule contained a small separate 
tumor. The right kidney and suprarenal capsule 
were natural. The lungs were dry and silky and 
contained numerous small nodules scattered through 
them, ranging from the size of a split pea to that of 
a small walnut. They could be easily shelled out. 

I. S. Kot. 


Ashcraft, L. T.: Diagnosis and Treatment of 
Tuberculosis of the Kidney. NV. Eng. M. Gaz., 
1915, |, 200. 

The author emphasizes the importance of a cor- 
rect and early diagnosis in order that surgical 
therapeusis, with appropriate after-treatment, may 
produce a cure. 

In about 60 per cent of the cases examined post- 
mortem, renal tuberculosis of the caseocavernous 
type, the only sort amenable to surgical treatment, 
was unilateral. The chances that both kidneys 
may be involved are twice as great in children as in 


adults. Statistics show that in 20 per cent of the 
post-mortem cases, the lungs and other organs 
participate in the morbid process. 

In some rare cases in which genital tuberculosis is 
primary in the epididymis, or in which a lesion of the 
prostate exists, the bladder may become secondarily 
involved by contiguity, and ascending infection 
through the ureters into one or both kidneys may 
occur. Usually, however, the infection is haema- 
togenous. 

Mistakes in diagnosis would be prevented, if the 
rule were made never to begin the treatment of 
albuminuria, pyuria, or cystitis until after having 
made careful chemical, microscopical, and bacterio- 
logical examinations of the catheterized urine. 

Tuberculosis may, of course, exist without al- 
buminuria; but the presence of albumin should sug- 
gest a search for the tubercle bacillus. Even when 
this organism is not discovered, intermittent al- 
buminuria, in connection with other signs of kidney 
tuberculosis, is sufficient to confirm the diagnosis in 
many instances. If after several microscopic ex- 
aminations pus is found, but no microérganisms, 
one may make a diagnosis of tuberculosis with 
almost complete certainty. 

The sediment from the specimen of urine obtained 
by catheterization should be injected into a guinea 
pig. A careful cystoscopic inspection of the blad- 
der, particularly in the region of the ureteric orifices, 
will convey a great deal of information. Catheter- 
ization of the ureters also discloses changes in them, 
such as inflammation and partial or complete 
stenosis. Bilateral catheterization is important in 
these cases, especially so when one is considering 
the removal of a kidney. 

Ashcraft relies mainly on the phenolsulphone- 


‘phthalein test, used in conjunction with the urea 


determination. When tubercle bacilli have been 
found in the mixed urine and one has been unable 
to localize the disease by means of cystoscopy and 


ureteral catheterization, a marked diminution in. - 


the output of phenolsulphonephthalein on one side 
points to disease in that kidney. 

It is the author’s custom to make both the func- 
tional and the quantitative estimation by the 
phenolsulphonephthalein test. He believes that 
to rely upon it alone, would be a mistake; but when 
it is used in conjunction with the output of urea 
and the clinical signs, it is a valuable aid both to 
diagnosis and prognosis. It should always be em- 
ployed before deciding to do a nephrectomy. 

Pyelography and réntgenography are valuable 
adjuncts to diagnosis, and the author claims that 
there are no. bad results from their use. 

Valuable evidence of the existence of renal tuber- 
culosis that can be secured in no other way may 
often be obtained from the use of one milligram of 
tuberculin, which should be administered by the 
hypodermic method. Following its administration 
one not infrequently notices an increase in renal 
pain, slight temperature, and pyuria. 

The presence of pain, albumin, pus, occasional 
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hematuria, and urinary frequency, added to the 
cystoscopic appearance of the ureters and a careful 
examination of the urine for bacteria, constitute, if 
no other organisms are discovered, a strong pre- 
sumptive evidence of the existence of renal tuber- 
culosis, even though no tubercle bacilli are found. 
One is then justified in making an exploratory in- 
cision on the affected side. 

Should it be absolutely impossible, by reason of 
stenosis of one or both ureters, to determine with 
accuracy the functional activity of the kidneys, a 
good deal of information may be obtained, in the 
male, by an examination of the epididymis and the 
prostate; and in either sex, by kidney palpation. 
Tenderness over the erector spine, enlarged lym- 
phatics, or lung consolidation may be of added value. 

The outlook for the cure of tuberculosis of the 
urinary organs is favorable, when treatment is 
undertaken sufficiently early in its course, provided 
that there are no gross lesions of other organs; but 
if treatment is postponed until the later stages the 
prognosis becomes very grave. It is best to post- 
pone the use of tuberculin, as well as other medical 
and hygienic treatment, until a nephrectomy has 
been performed. 

Nephrectomy should first be resorted to, and then 
the tuberculin treatment may be effective in pre- 
venting the further spread of the tuberculous 
process. If there is tuberculous involvement of 
the genitals, excision of the diseased area is the 
proper treatment. 

As a rule, nephrectomy should be performed on 
the diseased side, and ureterostomy for the ascend- 
ing tubercular ureteritis, thus preventing the migra- 
tion of the tubercle bacilli to the opposite side. 

Contra-indications for nephrectomy are acute 
miliary forms of the disease, involvement of the 
lungs, bones or joints, or peritonitis. On the other 
hand, slight apical involvement, mild manifestations 
in other organs, quiescent epididymitis, or slight 
periostitis should not contra-indicate this operation. 

It has been estimated that nephrectomy saves 
from death four-fifths of those having renal tuber- 
culosis. The prognosis of operative interference is 
much better in women than in men, according to 
Vineberg; and nephrectomy is no bar to the bearing 
of children. 

If functional activity is found to be deficient, one 
surgical procedure may be deferred until, by means 
of hygienic, dietetic, and other medical treatment, 
the ability to carry on its bodily function properly 
has been restored to the slightly impaired kidney. 

It is well to remove the ureter when it is markedly 
involved, showing ulcerations about its orifice. If 
there is marked bladder involvement, it is, of course, 
imperative that the ureter be removed. 

In cases in which both kidneys are involved, it is 
sometimes justifiable to attempt a conservative oper- 
ationon oneof them. If marked amelioration follows, 
the other kidney may be treated in the same way or 
extirpated. These nephrectomized patients should 
be kept under supervision and medical treatment. 


Treatment must be directed toward the bladder 
condition. Many cases receive a daily irrigation 
with bichloride of mercury, 1:50,000, commencing 
with 30 to 60 ccm. and at each subsequent treatment 
increasing the amount of fluid and the strength of 
the solution. Sometimes a 6 per cent carbolic acid 
solution or a saturated solution of boracic acid is 
employed. In all circumstances, after each irriga- 
tion, 10 ccm. of a 20 per cent solution of carbonate of 
guaiacol and 1 per cent iodoform in olive oil is 
injected. 

The local pain may be combated by means of 
opium suppositories. The yellow oil of sandal- 
wood, potentized tuberculin, and bacillinum are 
also of value. The hygienic treatment is that em- 
ployed for tuberculosis anywhere in the body. 

The tuberculin treatment, however, is of occa- 
sional value. Either the method of Trudeau or 
that of Wright may be employed. In the former 
a bouillon, supplied from the Saranac Lake Labora- 
tory, is administered once a week, the initial dose 
being 0.0005 mg. This is gradually increased to 50 
or 100 mg,, the clinical signs of reaction, local, focal, 
or constitutional, being closely observed. The 
method of Wright consists in giving an initial dose 
of bacillary substance varying from 1:50,000 to 
1:20,000 mg.; and in febrile cases, from 1:100,000 to 
1:50,000 mg. ‘The doses are given at weekly inter- 
vals, and gradually increased, so that at the end of 
six months or a year, the dosage may be from 1:1,000 
to 1:5,000 mg. 

While this method is to be used principally in 
advanced cases in which a nephrectomy has been 
performed, it may produce some improvement in 
cases in which operation has been declined or in 
which the disease is so far advanced as to make 
operation useless. Louis Gross. 


Lichtenberg, A. von: Operative Treatment of 
Chronic Recurrent Colon Pyelitis (Zur opera- 
tiven Behandlung der chronischen rezidivierenden 
Kolipyelitis). Ztschr. f. urol. Chir., 1915, iii, 238. 


In the chronic pyelitis of wandering kidney von 
Lichtenberg performs nephropexy, taking care that 
the kidney is anchored in the most favorable posi- 
tion for discharge from the kidney pelvis. In six 
cases he drained the kidney pelvis by nephrotomy 
and irrigated until the inflammation of the mucous 
membrane was healed. The fistula had to be kept 
open a long time, in one case six months. The 
cases had been under conservative treatment for a 
long time without success and the results of opera- 
tive treatment were excellent. 

In cases of colon infection the author seeks to 
interrupt the lymph-tracts between the kidney and 
the large intestine by partial decapsulation of the 
kidney, for it is through these the recurrences take 
place that render conservative treatment futile. 
Even irrigation of the kidney does not give the good 
results that it does in other cases, for with the next 
intestinal disturbance there is a recurrence of the 
pyelitis. In such cases he operates on the intestine 
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at the same time as on the kidney; in five cases he 
has performed appendectomy and narrowing by su- 
ture of the dilated cecum. The results were excellent 
and there was no recurrence in four cases; the fifth 
operation was only recently performed. A. Goss. 


Mayo, W. J.: Procedures Following Nephrectomy. 
J. Am. M. Ass., 1915, \xiv, 953. 


Mayo first discusses the transperitoneal closure 
of duodenal fistula following nephrectomy. He 
states that patients who suffer from a duodenal 
fistula produced at the time of nephrectomy all die 
unless the fistula is closed. He advises immediate 
abdominal section and an incision through the 
duodenocolic peritoneum, the incision extending 
from just below the entrance of the common duct 
around the curve and on the right side of the duode- 
num. Then turning up the duodenum the fistula 
may be seen and closed by a transverse line of suture. 

In discussing methods of ligation of vascular 
pedicles of the kidney at the time of nephrectomy, 
the author recommends the use of the two-clamp 
method in all cases where it is necessary to ligate the 
pedicle en masse. He advises the ligation of the 
veins, arteries, and ureter separately whenever 
possible. Two clamps are placed on the pedicle 
about half an inch apart and ligation is made between 
the two. The ligature is either passed through 
part (one edge) of the pedicle, or around the entire 
pedicle, which procedure is probably better if it can 
be done, and the most distal clamp removed as the 
ligature is tightened and the pedicle thus tied tightly. 

In regard to the management of the ureter after 
nephrectomy for tuberculosis, Mayo discusses the 
methods of handling the ureter under different cir- 
cumstances. He says that in their experience at 
the Mayo Clinic less than 5 per cent of the ureters 
in tuberculosis of the kidney require removal. 
These are usually cases in which a stricture exists 
in the lower portion of the ureter. He says, “To 
put it broadly, in all tuberculous kidneys which 
have become closed sacs, or at least have lost their 
function, the ureter may be sterilized and dropped 
into the wound, and in such cases the wound 
should be closed without drainage.” 

In some ureters where mixed infection is present 
the drop of the ureter into the wound is liable to 
cause wound infection. In these cases it is better 
to attach the end of the ureter to the lower edge of 
the incision. This is especially true in recent in- 
volvement of the kidney when there is considerable 
functionating renal tissue. He says in a con- 
siderable number of cases this method has proved 
very satisfactory, and no inconvenience has 
resulted, except the necessity of wearing a little pad 
of absorbent material over it for a short time if the 
discharge should continue. A. C. STOKEs. 


Pennock, W. J.: Pyelography. Med., 
1915, Vii, 73. 


Northwest 


The first recorded use of this method was in 1905 
by Volcker, but its value was not recognized until 
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Braasch developed the technique and proved its 
wide range of usefulness in anatomical problems. 
Its need was also indicated by the surprising num- 
ber of abnormalities hitherto unsuspected. Kidd 
says that while kidney abnormalities are of every 
day occurrence it was not formerly recognized that 
so many of them were of such a nature as to influ- 
ence kidney surgery. The kidney and _ ureter 
develop from a diverticulum of the lower end of 
the wolffian duct, and as the kidney gradually 
ascends toward its position it passes and receives 
blood supply in succession or at the same time from 
several different branches of the aorta, one finally 
enlarging and becoming a permanent vessel of 
supply. In anomalous positions then the source of 
this supply may vary. In the Mayo Clinic in the 
last 5 years, 4 per cent of the operations on the 
kidney and ureter have been for gross abnormality. 

Pyelography has a greater value in the diagnosis 
of early dilatation of the kidney, pelvis, and ureter, 
renal neoplasm, and in the surgery of renal calculus. 
Dilatation of the kidney pelvis makes possible a 
diagnosis before the increasing pressure has des- 
troyed the kidney. In neoplasm, Braasch says 
he can now diagnose 60 per cent of the cases from 
the plate alone on account of the characteristic 
distortion of the pelvis. Doubt in the diagnosis of 
ureteral stone, where there is a shadow near the 
ureteral shadow, can be dispelled if the collargol- 
filled ureter shows signs of dilatation above the 
shadow. In infection, the method has value in 
determining the limitations of the process, the 
amount of tissue involved, or whether the infection 
is outside entirely. 

Fatalities have been reported. Collargol does 
infiltrate the medulla, depending apparently upon 
the pressure and the continuity of the pelvic lining. 
Braasch reports a thousand cases without fatality 
or permanent injury, and he believes severe reaction 
is usually due to poor technique or questionable 
selection of cases. The value of the method in 
urinary diagnosis is beyond question, and the pro- 
cedure is safe if used with care and judgment; that 
is, avoiding cases presenting contra-indications, 
employing it only after other careful and complete 
examinations have been made, injecting only one 
kidney at a time by gravity under low pressure 
maintained for the shortest possible time. 

Harry D. Orr. 


Young, E. L., Jr.: A New Preparation for Pyelog- 
raphy. Boston M. &S.J., 1915, clxxii, 539. 


Young reports the result of researches under- 
taken to find a substance less dangerous than those 
heretofore employed in pyelography. The latter 
have always been soluble organic silver preparations, 
chiefly collargol. There is always danger of a 
reaction which may be only slight, but in some cases 
it is quite severe and may cause rapid or sudden 
death or may necessitate decapsulation to save 
the patient’s life. ‘‘Collargol kidney” has been well 
studied experimentally and clinically. Collargol 
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is an absorbable kidney poison when used in the 
renal pelvis; this explains why gentleness of man- 
ipulation will not remove these risks, as it may pro- 
tect against mechanical accidents but does not guard 
against those due to absorption and reéxcretion. 

Insoluble salts would eliminate these latter 
dangers. Kelly and Lewis have already tested silver 
iodide and declare it unirritating. It certainly gives 
a good shadow; a 5 per cent solution is much more 
opaque to the X-rays than 1o per cent collargol. 

The difficulty lies principally in finding a suitable 
vehicle for the suspension, one that will not be too 
stiff to be injected through a ureteral catheter, and 
at the same time will be stiff enough to hold the 
suspension. The author selected mucilage of 
quince seed obtained in the following way: quince 
seed 100 grains, water 8 ounces; macerate for 24 
hours with frequent agitation; do not crush the 
seed; strain through cloth. Add 2 per cent boric 
acid up to 20 ounces. It is important to extract 
with water and not with the boric acid solution. 
Enough of this mucilage is added to 12.5 ccm. of 
argentide to make 50 ccm. and the mixture is 
vigorously shaken for two minutes—the shaking is 
an essential part of the process. The value of this 
substance depends on the mode of preparation. It 
keeps for several weeks. 

Young made several experiments on dogs. He 
found that argentide is not absolutely non-irritating 
but is much more so than collargol or any soluble 
salt. He has used it in the Massachusetts General 
Hospital for several months with perfectly satis- 
factory results. He uses the barrel of a 10 ccm. 
syringe as a container from which the emulsion flows 
into the pelvis. When the pictures are taken 
this is disconnected from the catheter, emptied, the 
piston inserted, and as much of the emulsion as 
possible sucked out of the kidney pelvis. In the ma- 
jority of cases the larger part can be recovered. The 
pelvis is then washed out once or twice with boric 
acid or salt solution; 3 ccm. being sufficient in many 
cases to give good shadows. F. E. GARDNER. 





Ashcraft, L. T.: The Value of Pyelography in the 
Diagnosis of Kidney Lesions. J. Am. Inst. 
Homep., 1915, vii, 1070. 

Ashcraft gives his technique for securing pyelo- 
graphs and testifies to the value and inocuousness 
of the method if used correctly. He fills the pelvis 
by gravity, using collargol of 15 to 25 per cent 
strength. The contra-indications to pyelography 
he considers to be: (1) hypersensitiveness (in which 
case he uses spinal anaesthesia); (2) advanced 
hydronephrosis with marked ureteral obstruction; 
(3) lesions that can be diagnosed accurately in- 
dependently of radiography. G. E. Smirn. 
Lewis, B.: Ureteral Stones; the Technique of Their 


Removal by Cystoscopic Methods; Reports of 
Cases. Surg., Gynec. €F Obst., 1915, xx, 462. 


In a paper on the above subject read before the 
Southern Surgical and Gynecological Association, 
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December 16, 1914, Lewis presented the justifica- 
tion and the technique of the removal of ureteral 
stone by cystoscopic methods. After calling at- 
tention to the fact that usually no middle ground 
is taken by the surgeon between the expectant plan 
and that of open operation, the author claimed that 
cystoscopic methods should be tried in all cases in 
which there was any promise of success. While 
ordinarily successful and satisfactory, open opera- 
tions possessed certain militating features that were 
of decided moment. They were often difficult of 
performance, and did not always lead to success 
either immediately or later. This was proved by 
reports emanating from many of the leading opera- 
tors of the country. ‘Tenney was quoted as ascrib- 
ing from 15 to 20 per cent mortality to open op- 
erations for the removal of ureteral stones. This 
risk should be avoided if possible. 

Methods of removal less hazardous than open 
operation have been evolved and developed to 
tangible and serviceable realities; and have proved 
their efficacy in a large number of instances, as 
recorded by Howard Kelly, Braasch, Young, 
Schmidt, Kreissl, Casper, Robert Bryan, Harvey 
Moore, Ashcraft, Moschowitz, the author, and 
others. 

In 1904 Lewis had presented a formulated plan 
for such work, together with instruments appropriate 
for carrying it out. While formerly his instrumental 
equipment consisted of two different kinds of cysto- 
scope-—one, the universal, for observation and 
catheterization; another, an operating cystoscope 
for direct ureteral attack — the present instrument, 
developed during the past year, combines all of these 
in one universal and operating cystoscope, which 
was demonstrated to the members. Pertaining to it 
were several auxiliary instruments — forceps, dila- 
tors, scissors, etc.— which amplified the ability of 
the operator in the direction desired. The shafts 
of all these instruments are now made flexible, to 
permit of their use at an angle, as well as by the 
more direct method; also permitting of the threading 
of the curves of the ureter to a greater distance 
than was permitted by the straight instruments 
with fixed shafts. 

With stereopticon slides the author illustrated 
the application and methods of using these in con- 
nection with ureteral strictures and impacted stones 
as located in the different parts of the channel; and 
also depicted the steps of ureteral catheterization as 
employed by him, and some of the conditions for 
which such measures were appropriate. 


Barber, W. H.: Uretero-Enteric Anastomosis. 
Ann. Surg., Phila., 1915, lxi, 273. 

In the author’s experimental work in uretero- 
enteric anastomosis on dogs, the following technique 
was used: 

Through the low mid-abdominal an incision is 
made, and the ureters freed and divided between 
two ligatures at their insertion into the bladder. A 
straight cutting needle is then attached to the 
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proximal ligature on the ureter and the sigmoid 
colon is punctured in a line perpendicular to its 
long axis. The needle is then continued through 
at a point go° distant on the intestinal wall, thus 
drawing the ureter through the sigmoid and out 
again. The sigmoid is then suspended within the 
wound by the usual glass-rod method. ‘The ligated 
end of the ureter is allowed to protrude on to the 
skin, where its ligature is fixed by a single suture. 
The wound is then closed about the sigmoid and 
ureter. Six hours later the exposed ureter is in- 
completely cut and allowed to empty. It may be 
returned to the lumen of the intestine at any time 
thereafter, but it is well to retain it under control 
until its continued patency is assured. One or both 
ureters may be transplanted in this way within 
twenty minutes. Of eight dogs so operated upon 
all survived; one alone died within the first week, 
following sloughing of the ureter from overtension. 
The others, to all appearances, are normal dogs. 
The author does not recommend the operation to 
clinicians for trial at present, but will make a later 
report of his results. H. L. SaNrorp. 


BLADDER, URETHRA, AND PENIS 


Kretschmer, H. L.: Fulguration Treatment of 
Tumors of the Bladder. J. Am. M. Ass., 1915, 
Ixiv, 1050. 

Kretschmer recalls that five years have elapsed 
since Beer published his preliminary report on a 
“high-frequency current’? method of treating 
bladder tumors. During this period the method 
has been widely used, often with some slight mod- 
ification of terminology or technique. It is now 
established as the treatment of choice in papillomata. 
Modern urinary surgery absolutely demands this 
form of treatment in these types of tumors. A few 
individuals do not tolerate cystoscopy. Other 
cases, because of the bladder being completely 
filled with tumors, are not suitable. These cases 
will require suprapubic cystotomy and fulguration 
by the open method or resection. 

The fulguration method has stimulated a general 
interest in the entire subject, which prior to Beer’s 
publication had yielded an unsatisfactory story of 
management and results. Beer excluded all malig- 
nant cases from his therapy. The snipping off of 
a piece of the tumor for microscopic study prior to 
deciding on the plan of treatment is now often ad- 
vised. This procedure has been condemned by 
many as being not only unsatisfactory but positively 
dangerous. So-called recurrences are often not 
recurrences, the site of the original tumor remaining 
free; the recurrence is really a new growth spring- 
ing up somewhere in the immediate neighborhood. 
These tumors, then, should be considered as true 
new tumors. Small tumors located by cystoscope 
after a suprapubic operation may have been over- 
looked at the time of the operation. 

The author describes the usual technique, and 
sees little difference in choice between the unipolar 


or Oudin and the bipolar or d’Arsonval currents. 
The recent type of insulating cable with a bone tip 
is a distinct improvement. The application of the 
current should be to the pedicle, but in large tumor 
masses this is impossible, when the most easily 
approachable point may as well be attacked first. 
The element of pain is inconsequential. This is 
most evident when after removal of a large mass 
only the base remains to be sparked. The length 
of the sittings depends largely on the.‘‘ nervousness” 
of the patient, some being most intolerant and others 
quite the contrary. No serious complications have 
been recorded following such treatment. Kretsch- 
mer fails to see that the current has any definite 
value as a hemostatic. The sloughing fragments 
have little value for histologic study, as they stain 
poorly and show loss of structure. There may be a 
marked reaction in the bladder wall following such 
applications, and this must be borne in mind in 
subsequent cystoscopies. 

The cases treated are classified in four groups: 
papilloma, papillary carcinoma, carcinoma, and 
polyps. 

Eighteen cases in all were treated with uniformly 
good results except in carcinoma. In the latter, 
three cases treated by the spark alone experienced 
great pain without beneficial effect on the growths. 
Three cases which were operated upon suprapubical- 
ly and later sparked showed recurrence and death 
in two, and one patient passed from observation. 
The sex preponderance was twelve males and two 
females, the oldest patient being 79 years of age. 

FREDERICK R. CHARLTON. 


MISCELLANEOUS 


Ross, A.: A Contribution to the Bacteriology of the 
Urinary Tract in Children. Lancet, Lond., 1915, 
clxxxviii, 654. 

The author collected 106 catheter samples of 
urine which have been fully examined bacteriologi- 
cally. A series ‘of 19 catheter urines were collected 
from healthy children and incubated. Of these 19 
specimens 11 were sterile after from 48 to 72 hours’ 
incubation, while 8 grew an organism which was 
invariably a white staphylococcus. 


SUMMARY OF REACTIONS 


NUMBER OF STRAINS TESTED 
Test Result 


Action on litmus milk............2...05. 4/3 { Acid =o 26 
Peptone water-indol reaction............. 4/3 {Nook Gee IN 33 


“ti No change in 17 
AREON GR CONEBUGEE . ..0)0. 5. 00iccisenciieesies 27 (Rog and gas in 10 
Action on neutral red broth...... ...... II All showed reduction 


The catheter specimen was collected in a sterile 
tube, transferred thence to broth and to McConkey 
culture-tubes, and 24 hours later neutral red bile 
salt agar and agar plates were made. All the coli 
organisms produced acid and gas in McConkey 
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tubes, maltose, mannite, lactose, and dextrose; grew 
on gelatin without liquefaction, and formed a red 
colony on neutral red bile salt agar. 

The indol reaction was found present with great 
frequency after the organism had been grown three 
or four days in peptone water by using the para- 
dimethylamidobenzaldehyde method. 

Out of 43 cases of bacillus coli infection 7 were 
males and 36 females. 

The consensus of opinion, including the author’s, 
favors the view that the infection is from without and 
due to a direct passage of the organisms from the 
anal orifice to the vulva, and thence upward via the 
urethra to the bladder. 

As regards the blood stream, Panton has recently 
shown that colon bacilli may be cultivated from the 
blood stream in certain acute infective conditions. 

Out of 40 cases of colon infection one showed a 
true pyuria; two others revealed numerous polymor- 
phonuclear leucocytes with a slight deposit on 
centrifugation; 19 examples showed a variable 
number of bacilli, scanty leucocytes, or merely a 
few mononuclears; 6 showed neither cells nor or- 
ganisms in the film, and the remaining 12 showed 
bacilli alone with no cells. 

Autogenous vaccine was used for 3 patients with 
bad pyuria on the surgical side. In all the bacilluria 
persisted, but the amount of pus was diminished and 
the clinical state underwent an improvement 
which had not been noticeable previous to the use of 
vaccines. Among the patients in the medical wards 
vaccine treatment was but little employed, and in 
the oedematous cases 3 to 5 minims of 1 in 1,000 
adrenalin solution, either orally or hypodermatic- 
ally, was particularly successful; in numerous in- 
stances alkaline treatment was used with good effect. 

In this investigation particular interest has 
centered around certain cases of acute enteritis in 
children, complicated by oedema, the majority of 
which were found to be subjects of a colon bacilluria. 
In this group are included two cases of bacilluria due 
to Day’s paracolon organism and one to the bacillus 
of Gartner. In three or four instances a bacillus 
was isolated which was not identified and which 
some authors speak of as a variety of bacillus coli 
termed ‘‘non-aérogenes.”’ 


2II 


In the group of infections due to bacillus proteus 
vulgaris there were 8 cases of summer diarrhoea 
complicated by cedema, 3 others not so complicated, 
and the remainder included such varied disorders as 
constipation, bronchopneumonia, measles, and ap- 
pendicitis among 9 girls and 10 boys. In these the 
chief diagnostic point lay in the isolation of a gram- 
negative bacillus with the power of liquefying gelatin. 
Five strains out of 12 tested gave an indol reaction. 

Staphylococci alone were isolated 25 times from 
pathological urines. The diseases concerned in- 
cluded oedema after enteritis 4, enuresis 2, un- 
complicated acute enteritis 1; other examples were 
multiple arthritis, acute mastoid, cystitis, acute 
nephritis, purpura, spasm of the sphincter vesice, 
pneumonia, and pleurisy. 

Various media were used with the following results: 


Gelatin slope— 
19 strains: no liquefaction 
6 strains: liquefaction 
Litmus milk— 
13 strains: acid 
10 strains: acid and clot 
2 strains: no change 
Maltose— 
All acid 
Mannite— 
22 strains: no change 
3 strains: acid (usually slight) 
Red broth— 
Out of 11 strains tested reduction occurred in 3. 


Out of these 25 urinary white staphylococci 3 
strains gave the reactions of streptococci epidermitis 
albus, 11 those of ‘a staphylococcus sometimes 
found on the skin,” and to other strains were 
slightly atypical, according to the Gordon test. 

In rheumatoid arthritis the author quotes Warren 
Crowe, who has isolated an organism named micro- 
coccus deformans. 

Fourteen specimens of urinary staphylococci 
were examined as to the nature of the colony 
produced on neutral red egg, with the result that 
only one proved to be micrococcus deformans. The 
use of neutral red egg seems to be the crucial test 
for the presence of micrococcus deformans, as agar 
is useless for this purpose. Treo. Drozpow!tz. 











SURGERY OF THE EYE AND EAR 


Kellogg, F. B.: Cataract Extraction with Pre- 
liminary Iridectomy, Irrigation, and Discis- 
sion. J. Ophth., Otol. & Laryngol., 1915, xxi, 136. 

Kellogg has adopted preliminary iridectomy, 
irrigation of the anterior chamber following extrac- 
tion, and discission of the posterior capsule about a 
month later, as a routine practice. The preliminary 
iridectomy and the discission are done on the 
principle that the one adds a few chances to the 
safety of the operation and the other adds appre- 
ciably to the resulting vision. 

In unripe cataracts a preliminary capsulotomy 
facilitates a separation between the cortex and cap- 
sule, with the result that upon extraction the lens 
slips out without leaving much cortical substance 
behind. This procedure, coupled with irrigation, 
shortens the period of impaired vision. 

The author reports 42 cases, 34 of which recovered 
with practically normal vision. G. D. THEOBALD. 


Clark, J. S.: Some Experiences with the Intranasal 
Partial Resection of the Tear Sac. J. Ophih. & 
Oto-Laryngol., 1915, X, 71. 


Clark enumerates some contra-indications to 
this operation. Among general conditions contra- 
indicating local anesthesia, certain anatomic varia- 
tions rendering the operation difficult, sinusitis, 
and ozoena, are mentioned. The indications for the 
operation are: stenosis of the nasal duct, dacryo- 
cystitis of all forms. The history of the operation 
refers to the work of Caldwell, Killian, Passow, and 
West. 

He discusses the necessity for a preliminary 
resection of the septum in cases of deflection and 
for removing the anterior end of the middle turbin- 
ate when it protrudes over the torus lachrymalis. 
The steps in the operation, as outlined by West, 
consist in elevating the mucoperiosteum so as to 
bring the torus lachrymalis into view, indicating the 
location of the sac. The sac is covered here by the 
nasal process of the superior maxillary and the paper 
plate of the lachrymal bone. A sound in the sac 
helps orient one and aids in seizing the sac wall for 
window resection. W. G. REEDER. 


Gifford, H.: A Method of Destroying the Lach- 
rymal Sac in Chronic Dacryocystitis. Opjth. 
Rec., 1915, XXxiv, 22. 

A low 2 per cent cocaine solution with adrenalin 
is injected deeply into the tissues about the sac. 
The sac is exposed and incised vertically for three- 
eighths of an inch, including most of the palpebral 
ligament, the incision beginning one-fourth of an 
inch from the caruncle, care being taken not to 
squeeze out the sac prior to incision, as it is easier to 


locate when distended. A grooved probe is then 
introduced into the sac, the incision extended one- 
fourth of an inch farther, and the sac packed with a 
narrow strip of iodoform gauze. The hemorrhage 
is arrested, and the sac is wiped out with cotton, and 
zinc ointment applied about the external incision. 
The lips of the wound are then separated down to 
the sac incision and two or three drops of trichlorace- 
tic acid (full strength) put into the cavity, which is 
previously treated with a crystal of cocaine. Every 
part of the interior is scrubbed with a cotton swab, 
wiped dry and again swabbed with trichloracetic 
acid and thoroughly dried. It is irrigated with a 
cleansing solution and lightly filled with aristol 
powder. ‘The skin about the wound is treated with 
zinc ointment and a light moist dressing applied. 
The first dressing is left on 48 hours. The opera- 
tion may be done in two stages, the first day’s 
work consisting of opening and packing the sac and 
the second day continuing the above procedure. 

Of 40 cases treated in this manner only 3 had a 
slight discharge, which subsided after slitting both 
canaliculi and applying the galvano-cautery to 
the pocket formed. C. A. Macuy. 


Crigler: Epibulbar Sarcoma with Microscopic 
and Macroscopic Sections. Arch. Ophih., 1915, 
xliv, 41. 


Crigler removed a tumor from the left eye of a 
74-year-old patient, which on examination proved 
to be a mixed-cell melanotic sarcoma. The eye 
was enucleated to prevent further extension. In 
reporting the case Crigler emphasizes the compara- 
tive rarity of such tumors, their malignant nature, 
and the necessity of radical treatment. He says 
that Verhoeff and Loring made an exhaustive study 
of the subject up to 1903, and that according to 
them Holmes found 3 cases of sarcoma of the con- 
junctiva in 1878 among 20 eye cases, Adamuch 
3 in 16,000, and they themselves 2 in 44,719. The 
records of the Manhattan Eye, Ear, and Throat 
Hospital show 4 out of 100 cases, while there were 
100,000 cases of other conjunctival affections. The 
author asserts that the tendency of these tumors 
is to recur locally when removed, and cites the 73 
cases examined by Verhoeff and Loring, showing 
that of 53 treated by primary abscission, 36 had 
recurrences in from one to several years’ time. 
Bad complications observed in these 36 cases result- 
ing in general metastases, and death in several in- 
stances, while-the 12 cases subsequently reported, 
showing rapid recovery and no recurrences following 
enucleation or exenteration, are shown by the author 
to be convincing evidence that epibulbar sarcomata 
should be radically dealt with. C. A. Macuy. 
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Bednarski, A.: Decompression Operations in 
Diseases of the Optic Nerves. Arch. Ophth., 
1915, xliv, 53. 

Bednarski reports 6 cases of diseases of the optic 
nerve in children, in which decompressive operations 
were performed with the following five beneficial 
results: 

Case 1. Rotary nystagmus, divergent strabis- 
mus, post-neuritic optic atrophy with oxycephalia; 
colossal puncture; improved vision. Patient 6 years 
old. 

Case 2. Age 9 years. Bilateral choked disc, 
paralysis right facial nerve; decompressive trephin- 
ing was followed by convulsions, coma, and vertigo 
ten days after operation. Three weeks later colos- 
sal puncture and diminished swelling of discs was 
followed by paralysis of the left upper extremity, 
cerebral prolapse, and death. 

Case 3. Age 11 months. Amblyopia with con- 
genital chronic hydrocephalus; two lumbar punc- 
tures with no result, followed by colossal puncture 
with improved vision and better general condition. 

Case 4. Age 4 months. Amaurosis, rotary 
nystagmus, congenital internal chronic hydro- 
cephalus; lumbar puncture with no improvement; 
second lumbar puncture caused slight improvement; 
colossal puncture, followed by improved general 
condition and no nystagmus. 

Case 5. Age 8 years. Neuritic optic atrophy, 
acquired internal hydrocephalus; colossal puncture; 
improved vision. 

Case 6. Age 5 years. Congenital hydroceph- 
alus; three unsuccessful lumbar punctures. 

The author concludes that acquired hydrocephalus, 
oxycephalus, congenital hydrocephalus, and brain 
tumor indicate decompressive operations, and adds 
that the value of the operation in oxycephalus can- 
not be determined yet with our limited experience, 
and that in severe cases of hydrocephalus the chil- 
dren usually die. In none of the above cases were 
there complications or elevations of temperature 
following the operations. C. A. Macuy. 


EAR 


Sawrey, E. R.: Notes on the Causation and Diagno- 
sis of Suppurative Otitis. Med. J. Austral., 1915, 
i, 286. 


As to causation, adenoid tissue, especially in the 
fossa of Rosenmiiller, is mentioned as of prime im- 
portance. 

As to diagnosis, a routine inspection of the ear 
drums should be made in all acute infectious diseases 
and whenever an infant is restless, fretful, and 
feverish. 

As to treatment, every bulging drum should be 
incised and if, after a fortnight, the discharge does 
not abate, or earlier if there is a recurrence of symp- 
toms of pain, fever, etc., a mastoid operation should 
be performed. There is more danger in delay than 
in the performance of the operation. 

In chronic suppurating ears, the radical operation 
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should be performed if the patient experiences fre- 
quent attacks of headache, dizziness, and nausea, 
or if he is to go where he cannot be kept under the 
observation of a competent aurist. 

Ortro M. Rorr. 


Huntington, W. H.: Case of Latent Mastoiditis 
with Sinus Thrombosis. Virg. M. Semi-Month., 
IQ15, XIX, 533. 

The title is a trifle misleading, as the report shows 
the case to have been one of acute mastoiditis and 
sinus thrombosis due to an acute exacerbation of a 
chronic suppurative otitis. 

The interesting feature of the case is the fact that 
the symptoms of sinus thrombosis did not appear 
until after the operation of simple mastoidectomy, 
and then they were of such a character —a rise 
of temperature to 100° or so every day at the same 
time and the general condition remaining so good — 
that the author felt that there was present a chronic 
malarial affection. Five days after the mastoidec- 
tomy, when the patient exhibited more evidences of 
sepsis, the sinus was opened and the clot removed. 

Otto M. Rorrt. 


Davis, E. D.: A Post-Mortem Specimen of a Radical 
Mastoid Operation Performed Six Months 
Before Death, to Illustrate Secondary Auditory 
Tuberculosis in an Adult. Proc. Roy. Soc. Med., 
1915, viii, Olol. Sect., 34. 


Four months before death the mastoid cavity was 
examined and found satisfactory. At post-mortem 
the middle fossa dura mater was found to be 
thickened, and the exposed area covered by tuber- 
culous granulation tissue. ‘The petrous bone below 
the dura and surrounding the opening made at the 
operation was necrosed. Orro M. Rorr. 


Coulter, C. F., and Pierce, C. H.: The Bacteriology 
of the Eustachian Tube. J.-Lancet, 1915, xxv, 
177. 

The authors attempt to prove or disprove the 
theory that the eustachian tube serves merely as a 
drain for the middle ear, or performs a more delicate 
and special function of maintaining a sterile positive 
or negative pressure in the middle ear. They also 
try to throw some light on the predisposing etiology 
and pathology of catarrhal affections of the middle 
ear and tube, of suppurative otitis media and 
otosclerosis. They describe the method of obtaining 
cultures from the tube and the results obtained. A 
sterile silver catheter is sealed at the proximal end 
with a film of collodion in the same manner as a 
fiber (Weber-Liel) catheter is sealed. The distance 
to the isthmus is marked on the latter. With the aid 
of the nasopharyngoscope, the silver catheter is 
introduced into the tube mouth and the fiber catheter 
passed through it to the isthmus, breaking the 
collodion seal on the way. Through the latter a 
sterile cotton-wound Yankauer applicator can be 
passed to any desired point in the tube and the 
culture obtained. 
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Five cases of catarrhal otitis were examined in 
this manner and the tubes on each side of each case 
were found to be sterile. 

Two cases of middle-ear suppuration were found 
to have sterile tubes, and the conclusion was reached 
from this evidence that the tubes were not perform- 
ing the function of drainage. 

In seven cadavers, who died from other than ear 
causes, the middle ears were found sterile. 

The authors conclude from these cases that the 
theory that middle-ear suppurations are caused, or 
their continuance favored, by infection received 
through the agency of the tube is false. 

GrorcE M. Coates. 


Gray, A. A., Wingrave, W., Cheatle, A., and Others: 
General Discussion on Tuberculosis of the 
Auditory Apparatus. Proc. Roy. Soc. Med., 1915, 
viii, Otol. Sect., 35. 


GRAY admitted that he occasionally judged a 
case by the result; if the patient improved he con- 
cluded that tuberculosis was not present. 

WINGRAVE said that tubercle bacilli were rarely 
found in the discharge except in the acute cases. 
In the chronic cases there were, however, acid-fast 
bacilli having a striking resemblance to tubercle 
bacilli, but they differed in readily yielding the 
fuchsin to alcohol after differentiating in H»SO,. 
They also varied considerably in shape, and while 
they grew readily on agar, they lost their acid-fast 
property. 

In curettage material giant cells or bacilli were 
easily seen. Giant cells are very common in chronic 
tuberculosis, but rare in acute. 

The author advises the use of picrofuchsin in- 
stead of the Ziehl-Neelsen method. 

CHEATLE stated that, in his opinion, the cases of 
tuberculosis of the temporal bone in infants were 
generally bovine in origin, and that the infection 
4 due to milk and occurred through the eustachian 
tube. 

WEst said that he believed the greatest point 
against the prospects of recovery from tuberculosis 
of the temporal bone was a secondary infection, be- 
cause the majority of the cases in adults which he 
had seen recover had had no perforation, and he 
had never seen a chronically open case of tubercu- 
losis of the ear in an adult recover. 

Stuart-Low spoke of some points in the surgery 
of tuberculous ear disease. He was in favor of 
operating on the throat first and removing the septic 
tonsils and adenoids, thus preventing re-infection of 
the aural cavity after the mastoid operation. If 
there is an acute mastoiditis, however, this must 
first be attended to. For removing the discharge 
from the aural cavity, before, during, and after 
operation, he employs suction. 
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GRANT was not in favor of using tuberculin as a 
diagnostic aid, because he said there was nothing 
worse than setting up a focal reaction in a bone 
which was so close to the meninges. 

Horne referred to several factors in favor of the 
bovine origin of tuberculous disease of the ear. 

Lake said that in adult aural tuberculosis the 
chance of recovery varied inversely with the acute- 
ness of the chest trouble. It is not wise to operate 
on the ears when there is active lung trouble. 

Orto M. Rorrt. 


Fraser, J. S.: Tubercular Disease of the Ear. 
Proc. Roy. Soc. Med., 1915, viii, Otol. Sect., 17. 


The author reports 3 cases as follows: 

1. Guinea pigs inoculated from lymphatic glands 
removed from back of the ear showed definite 
tuberculosis. Granulation tissue from the ears 
showed small tubercular areas. The photomicro- 
graphs showed a comparatively early stage of tuber- 
culous disease of the ear. The labyrinth involve- 
ment through the oval and round windows was just 
beginning. 

2. In the second case the photomicrographs 
showed advanced tubercular disease of the ear. 
There had been extensive necrosis of the outer wall 
of the vestibule and also in the region of the semi- 
circular canals. The eustachian tube was not 
recognizable and the tuberculous process had reached 
the wall of the internal carotid artery. 

3. The photomicrographs of the third case showed 
a fibro-ossifying type of tubercular disease. A con- 
siderable tendency was shown toward spontaneous 
cure of labyrinthitis by the formation of granulation 
and fibrous tissue in the cochlea and vestibule, and 
its subsequent conversion into new bone. 

Two groups of experiments were made as follows: 

1. In 9 cases the following organisms were in- 
jected through the tympanic membranes of guinea 
pigs: staphylococcus aureus, 1; streptococcus 
pyogenes, 2; pneumococcus, 1; bacillus coli, 2; 
bacillus proteus, 1; bacillus of distemper, 2. In 
only 4 out of the 9 cases was otitis media found to 
be present in the inoculated tympanic cavity at 
the post-mortem, and in no case was labyrinth 
suppuration discovered on subsequent examination. 

2. In five guinea pigs the tubercle bacillus was 
employed for inoculation: in 4 cases in pure culture 
and in one in combination with the staphylococcus 
aureus. In only one of the 5 cases was there 
failure to produce otitis media; in one case there was 
otitis media and slight serous labyrinthitis; tubercle 
bacilli were present in the middle ear pus. In the 
other 3 cases there was tuberculous otitis media 
and labyrinthitis—— the inner ear being invaded 
through the oval and round windows. Seven 
illustrations show these changes. Otro M. Rorrt. 
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Jobson, G. B.: Trifacial Neuralgia from Nasal and 
Accessory Sinus Disease. Penn. M. J., 1915, 
xviii, 448. 

Jobson calls attention to the great difference 
of opinion existing among medical men relative to 
the pathology and treatment of this most painful 
affection. For years physicians have tried to find 
some means of giving permanent relief to these 
sufferers and treatment has varied according to 
changing ideas of the cause and pathology of the 
disease. It is known that certain constitutional 
conditions may cause neuralgia of the trigeminal 
nerve, but the present discussion is limited to trifa- 
cial neuralgia, the result of intranasal and accessory 
sinus disease. ‘Trifacial neuralgia is a disease of a 
sensory branch or branches of the trifacial nerve or 
its peripheral distribution, manifested by pain of 
a severe, darting, or throbbing character, the seat 
of the pain being practically always constant. 
The author disagrees with the opinion of the major- 
ity of observers that only a small number of cases 
are due to peripheral irritation, and he thinks the 
nasal chambers and accessory sinuses are a frequent 
and unrecognized cause in many cases. 

Aside from sinusitis hypertrophy of the turbi- 
nates, especially the middle, is the most frequent 
cause of this disease. Spurs, ridges, and deflec- 
tions pressing on the turbinates act in a like manner. 
Neuralgia from maxillary sinusitis in not as com- 
mon as from frontal sinusitis, because there is rarely 
as much pressure from contained secretion in the 
former as in the latter. Infra-orbital, supra- 
orbital, and dental neuralgia are not uncommon in 
antral disease, however. In chronic empyema of 
the maxillary sinus the pain may resemble migraine 
or be limited to the surface of the antrum. Supra- 
orbital neuralgia is frequent in all forms of frontal 
sinusitis, but neuralgia of sphenoidal origin, al- 
though possibly often overlooked, is thought to be 
not so common. Ethmoiditis more often causes 
headache than neuralgia, but cases of the latter 
are not rare. Localization of the seat of the disease 
is vague and uncertain if dependence is placed on 
the seat of pain. GEORGE M. Coates. 


Beck, J. C.: Ultimate Results of Operations for 
Chronic Sinus Disease, Chronic Tonsillar and 
Tonsillar and Adenoid Disease, and Chronic 
Diseases of the Middle Ear. J. Ophth. & Oto- 
Larynogl., 1915, X, 41. 

In the second installment of this article the author 
takes up the consideration of chronic suppurative 
sinus disease, and concerning the antrum of High- 


more states that if the condition is due to infected 
teeth or alveolar necrosis and this is attended to 
there is prompt recovery from the chronic suppura- 
tion after very little or no treatment to the antrum 
proper. 

If there are marked degenerative changes of the 
lining membrane of the antrum with the possibility 
of necrosis of the underlying bone, more radical 
measures are employed. At first the natural opening 
in the middle meatus is enlarged, through which 
subsequent treatment is carried out, but 50 per cent 
of cases require more radical work. After doing 
the Caldwell-Luc or Canfield operation or following 
the suggestion of Skillern and resecting the bony 
angle of the aperture pyradormis, another 40 per cent 
get well. In the other 1o per cent there should be 
complete obliteration by the removal of most of the 
anterolateral wall of the superior maxilla as far 
around as the zygomatic fossa, thoroughly removing 
all the lining membrane, thoroughly curetting the 
remaining bony walls, and stimulating the granula- 
tions until the cavity is filled out. Concerning 
chronic ethmoidal suppuration, the author states 
that while in a goodly number of cases the end- 
results are very satisfactory, in the majority of in- 
stances, after all has been done that is possible, there 
is always a little purulent discharge which is much 
increased with every attack of acute rhinitis. 

About 75 per cent of frontal sinus cases are cured 
by the procedure suggested by Mosher of opening 
through the floor of the sinus at the time of doing 
the ethmoidal exenteration. The remaining 25 per 
cent require the external osteoplastic flap operation. 
Of these, 30 per cent are cured by simply removing 
the polypiand retaining the membrane. The other 
70 per cent require the removal of lining membrane 
but retention of the osteoplastic flap, except in two 
cases, which required removal of the anterior bony 
wall. 

As to the end-results from the Killian operation 
which the author performed in former years, in every 
instance a complete cure of suppuration was ob- 
tained, but with unnecessary external deformity. 

Sphenoid cases gave best results following opera- 
tion, since that meant nothing more than dropping 
the bottom out of the cavity. Cures are almost 
universal. 

Concerning the end-results following operation 
for chronic non-suppurative sinus disease, almost 
every case was cured of local symptoms of nasal 
obstruction and headache. The author was not so 
fortunate in curing the neuralgias nor the general 
neurotic conditions, although in most of the cases 
they were improved. Sneezing followed by rhinor- 
rhoea is relieved but not cured. Asthmatic attacks 
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are often reduced in frequency and severity, but 
they seldom disappear. The relief from ocular 
symptoms is one of the most striking results 
noticed. The sense of smell and taste almost regu- 
larly return. As to symptoms referable to spheno- 
palatine ganglion irritation, the best results have 
been obtained from medicating the sinuses with 
1 percent phenol, as suggested by Sluder, or injecting 
the ganglion and the other branches of the fifth, even 
the gasserian ganglion in severe pain, by 1 per cent 
phenol in alcohol. 

Concerning operative measures in cases of chronic 
adhesive inflammation of the middle ear, the author 
states that he has records of 18 cases of ossiculectomy 
and g cases of radical mastoid performed for this 
condition and results were absolutely negative. 
These procedures are not used now for this con- 
dition. 

During the author’s first five years of special work 
he performed nearly 50 ossiculectomies for the 
relief of chronic suppuration, of which nearly all 
were benefited. Seven cases operated upon bet ween 
1903 and 1905 have to this day remained normal. 
The remaining cases were operated upon by the 
radical method or still continue to suppurate. 

The cessation of the discharge depends a great 
deal upon the underlying pathological conditions of 
the temporal bone, but in simple necrosis of the 
mastoid with osteofibrosis the result of the radical 
mastoid operation is rapid and complete cure, and 
epidermization is smooth and uninterrupted While 
the hearing is not destroyed, it is not improved. 

As to the Heath or semiradical method, the 
author has records of 17 children up to the age of 
10 who have been completely cured, with normal 
hearing retained, and of 34 Heath operations from 
that age up to 50 with not a single permanent cure 
from the discharge. 

The Bondy operation (entering the attic without 
injuring the annulus tympanicus or disturbing any 
portion of the ossicular chain) was performed twice 
with resulting normal hearing but not a dry ear. 

In a small number of children the suggestion of 
Phillips was followed (do the simple operation, drain 
posteriorly, and allow the cavity to heal without 
taking away the posterior canal wall) and results 
were as good as those in which the Heath operation 
was performed. 

As to the Yankauer operation, the author has 
had but one cure out of 19 cases in which it was 
used. Orto M. Rott. 


Posey, W. C.: Report of an Unusually Large Muco- 
cele of the Frontal and Ethmoidal Cells. 
Ophth. Rec., 1915, xxiv, 116. 

The patient, a woman 69 years of age, was first 
examined November 25, 1914, for a supposed growth 
of the left orbit. There were two lumps the size 
of beans just below the brow, which coalesced and 
formed a marked prominence, displacing the eye 
outward and downward. There was no pain or 
evidence of inflammation, or any appreciable de- 
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rangement of vision. She gave a history of having 
had nasal catarrh several years before but had not 
been troubled since. Uncorrected vision was 5/7.5 
in the right, 5/9 in the left. The fields of vision 
were normal. The proptosis of the left eye was 
about 1.5 cm. in advance of the right. 

The periocular swelling eventually reached the 
size of a hen’s egg and was cystic to the touch. 
The rhinological examination showed a large cystic 
mass that had apparently destroyed the orbital 
wall of the frontal sinus. The left nasal fossa was 
free, although the lateral wall seemed more prom- 
inent than usual in the agger nasi region. ‘Trans- 
illumination of the antrum was negative. The 
X-ray report was that the supra-orbital ridge was 
completely absorbed and the sinus enlarged upward 
on the frontal bone. 

An external operation was performed with the 
incision through the brow and the sac exposed, the 
walls of which were found to be composed of thick- 
ened periosteum, which was filled with the frontal 
sinus contents. The bone of the anterior wall and 
floor of the sinus had entirely eroded away, and the 
ethmoid cells were exposed on the removal of this 
sac. ‘These were partially exenterated and drainage 
established into the nose. The posterior wall was 
also eroded and the meninges were separated from 
the sinus only by the periosteum. Healing was 
prompt and without incident. In two weeks the 
wound was closed and the excursions of the eye were 
normal. Uncorrected vision was now 5/7.5 in 
each eye. GrorGE M. Coates. 


THROAT 


Savage, M. M.: Systemic Infections for Which 
the Tonsil is Held Responsible and Control of 
Hemorrhage During Tonsillectomy. Mary- 
land M. J., 1915, viii, 27. 

The author cites the following general infections 
for which the tonsil is held responsible. Chronic 
arthritis, endocarditis, pericarditis, chorea, acute 
and chronic nephritis, neuritis, osteomyelitis, 
appendicitis, peritonitis, cervical adenitis, chronic 
toxzemias, acute and chronic ear conditions. 

The following indications for tonsillectomy are 
mentioned: 

1. Large adenoids, even with small tonsils, when 
they show some evidence of disease. 

2. Recurrent attacks of tonsillitis or peritonsillar 
abscess. 

3. Hypertrophied tonsils when they are large 
enough to cause improper oxygenation. 

4. Ear complications. 

5. Impairment of voice and speech. 

6. Systemic infections. 

7. Chronic coughs, bronchial affections, and in- 
terference with the general development of the child. 

8. Enlarged cervical glands. 

The author mentions three reasons why the 
operation has fallen into disrepute: 

1. Removal of the tonsils without a definite indi- 
cation. 
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2. Tonsil tissue still present or return of symp- 
toms for which the operation was done after the 
tonsils were supposed to have been removed. 

3. Danger of the operation. 

As to the first, it stands to reason that there should 
be no operation without an indication. 

As to the second, there can be no return of symp- 
toms if the tonsil has been completely enucleated in 
the capsule. 

As to the danger of the operation, this is conceded, 
especially the danger from hemorrhage, and it is 
upon this point that the author dwells, urging that 
the bleeding points be caught with forceps and that 
ligation be done just as in abdominal surgery, not 
relying upon pressure to stop the bleeding. 

Orto M. Rorrt. 


Balfour, D. C.: Tonsillectomy in Children. 
Surg., Phila., 1915, lxi, 257. 


Ann. 


The author removes tonsils by introducing the 
index-finger behind the posterior pillar of the tonsil 
and by firm pressure puts the anterior pillar on the 
stretch. Then with blunt dissecting scissors or 
tissue forceps the pillar is well freed from the ante- 
rior surface of the tonsil, and by continuing the 
pressure from behind the tonsil is forced well for- 
ward and grasped with a tenaculum. With this 
the tonsil is turned over and the posterior pillar 
exposed and freed by blunt dissection. The supe- 
rior pole is then enucleated from the superior tonsil- 
lar fossa and the tonsil rolled out of its bed by blunt 
dissection. Orto M. Rorr. 


Thomson, St. C.: Intrinsic Epithelioma of the 
Larynx One Month After Laryngofissure. 
Proc. Roy. Soc. Med., 1915, viii, Laryngol. Sect., 33 

In this case the whole of the left vocal cord was 
shown to be replaced by a red, knobby, ulcerating 
infiltration. 

At the operation the growth was found to be 
limited to the central three-fifths of the cord, which 
was clipped out intact, including the vocal process 
of the arytenoid. 

The pathologist’s report showed that posteriorly 
the growth had spread right up to the line of 
excision in the subglottic area, and another opera- 
tion was performed and a sweep of tissue in this 
area removed, which showed microscopically that 
it was the end of the malignant growth. A week 
later the patient was able to walk out of doors. 

Concerning the technique of the operation, the 
author states that the line of incision was injected 
with eudrenine, a mixture of adrenalin and eucaine. 
Chloroform was also used. The incision was carried 
down to expose the thyroid and trachea, and be- 
cause of the preliminary injection of eudrenine, no 
vessel required tying and only one had to be 
clamped. Before opening the trachea it was 
stabbed with a hypodermic needle and a 2 per cent 
solution of cocaine was injected. This abolished 
the spasm which is wont to occur on opening the 
trachea, causing a spurt of blood and mucus. After 
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waiting a little while tracheotomy was done and the 
tube inserted without any reaction. The thyroid 
was then split and a tethered sponge inserted to 
prevent blood getting into the air passages. The 
growth was then taken out whole. 

Orto M. Rorrt. 


Milligan, W.: Laryngeal Papillomata in Children. 
Med. Chronicle, 1915, |x, 273. 


The growths are removed by suspension laryn- 
goscopy, with the patient under a general anzs- 
thetic. Where dyspnoea is severe a preliminary 
tracheotomy is advisable. The child should be 
placed in the dorsal position with head slightly 
extended; the interior of the larynx should be 
sprayed or painted with a 3 to 5 per cent solution of 
cocaine in order to relieve laryngeal spasm. For 
the removal of the growths a laryngeal forceps, as 
Paterson’s, or a curette, is employed. The raw sur- 
face left should be at once painted with a 1 per cent 
solution of salicylic acid in spirits or seared with a 
fine galvanocautery point. 

To prevent the local recurrences so frequently 
met with, the author recommends the local employ- 
ment of radium or mesothorium, a capsule contain- 
ing the salt being introduced into the larynx after 
complete removal of the growth has been effected. 

Orto M. Rorr. 


Killian, G.: Suspension Laryngoscopy. Clin. J., 


1915, Xliv, 89. 

The author describes in great detail the various 
parts of his instrument, then speaks of illumination; 
preparation of patient; morphine-scopolamine nar- 
cosis; preparation of instruments; introduction of 
tongue spatula; the view of the buccopharyngeal 
cavity and of the larynx. As to practical applica- 
tions, besides affording an excellent method for 
demonstration purposes, the author mentions the 
following conditions for which his new method is 
applicable: laryngeal papillomata in children; 
vocal cord nodes in children; tubercle, syphilis, 
difficult decannulement in childhood; foreign bodies 
in children; laryngeal tuberculosis in adults; benign 
growths of the larynx in adults; cancer of the larynx 
in adults; new-growths and foreign bodies in hypo- 
pharynx. Otto M. Rort. 


MOUTH 


Ivy, R. H.: Mesothelial Tumors of the Jaws. J. 
Am. M. Ass., 1915, \xiv, 40. 

The present report is made largely from cases 
occurring in the oral service of Cryer. Most of 
the growths under consideration are known as 
epulis, a term, however, which should be discarded. 
They occur as hard or soft tumors (papilloma, 
epithelioma, etc., not included), depending upon the 
consistency of the tumor tissue. 

In the soft variety there may be a hard shell of 
bone covering a part of the tumor, but the tumor 
tissue itself is soft. 
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The hard variety is always of slow growth, de- 
veloping in months or years. 

They are usually sharply circumscribed, but may 
be pedunculated, the gum covering them may be 
slightly reddened or of normal color. 

The soft variety is usually of rapid growth, bulging 
beyond the gum tissue, and one can observe that 
their origin is from the interior of the bone. There 
may be a bulging shell of bone covering the 
growth. In color these tumors are dusky red and 
occupy a sharply defined cavity in the bone. 
The teeth may be displaced or loosened by either 
variety. 

The hard epulis is a pure fibroma, and the micro- 
scope shows an outer layer of the normal stratified 
epithelium and submucosa, the deeper portion con- 
sisting of an interlacing network of fibrous tissue; 
at times a myxomatous degeneration or even bone 
formation is present. These growths spring from 
the periosteum lining the alveoli. 

The soft tumors, which are classed as giant-cell 
sarcomata or myelomata, show a covering of mucous 
membrane, beneath which is a stroma of fibro- 
cellular tissue which resembles fibrosarcoma, with 
a greater or less number of giant-cells scattered 
throughout. The nuclei of these cells are numerous 
and are grouped near the center of the cell. Small 
masses of bone may be present also. 

Considerable diversity of opinion exists as to the 
classification of these growths, and the author cites 
the opinions of various pathologists regarding 
them. 

The author favors the opinion of Mallory that 
the giant-cells are foreign-body cells similar to 
osteoclasts and contents, and that they are signs of 
benignancy, in that similar tumors showing no 
giant-cells have proven to be malignant. 

Whitman has described a tumor rich in giant- 
cells which is malignant which is a proliferation of 
vascular endothelial cells, many of the giant-cells 
lying within the lumina of blood-vessels. This 
latter type, exemplified by a case here reported, 
does not lie in sharply defined cavities in the bone 
as does the previously mentioned one, but invades 
the bone and has a tendency to recur. 

Microscopically the author’s case showed a pro- 
liferation of capillary endothelial cells to form the 
stroma of the tumor and numerous spaces, evidently 
dilated capillaries, which contained foreign-body 
giant-cells. 

The term sarcoma applied to such cases has led 
to much mutilation of the jaws, especially in the 
first type, while the second type requires a more 
extensive operation. The author reports 6 cases, 
5 of which are of the first type and one of the second. 
His conclusions are as follows: 

1. Epulic tumors may be classified as hard or 
fibrous, and soft or giant-cell. 

2. Giant-cell tumors of the jaws fall into two 
classes: (1) the giant-cell or myeloid sarcoma; 
(2) the giant-cell endothelioma recently described 
by Whitman. 
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3. Tumors of the first type may be regarded as 
benign and require only the removal of the growth. 
4. Tumors of the second type are more malig- 
nant and require more extensive operation. 
H. A. Ports. 


Goldstein, M. A.: Angioma of the Uvula. Laryn- 
goscope, 1915, XXV, gO. 


The method of removal was as follows: After 
anesthetizing the mass with novocaine-adrenalin 
by hypodermatic infiltration, an 8-inch widely 
curved uterine hemostat forceps was clamped well 
above the upper tortuous vessels, and a large aneu- 
rism needle threaded with a double strong silk 
suture was passed from behind through the palate 
and two ligatures. firmly tied on either side, the 
outer curve of the clamped forceps preventing the 
slipping of the ligatures. With a bistoury curved 
on the flat the tumor was removed, the lower 
curved edge of the clamp being used as a guide. 

The clamp was left in position several hours, the 
sutures being removed on the third day. There 
was no bleeding and the healing was smooth. The 
operation was performed in the spring of 1910, and 
the author reports no recurrence and speech normal. 

Orto M. Rort. 


Eastman, J. R.: Factors of Safety in Cleft-Palate 
Surgery. Surg., Gynec. & Obst., 1915, Xx, QI. 

In the Langenbeck or similar flap operations there 
will be much less likelihood of separation of the 
wound margins and consequent failure of union, if 
the mattress coaptation sutures, after being reén- 
forced by a simple running suture, are further sup- 
ported by a continuous immobilizing suture passing 
around the free edge of the anterior palatine arch. 
The immobilizing suture may be introduced as a 
series of knotted loops or as a running buttonhole 
suture. The former is more secure. The knotted 
suture is introduced by passing a small curved 
needle bearing a long linen or hemp thread through 
the edge of the anterior palatine arch on one side 
near its base; that is, near the side of the tongue. 
The thread is drawn to its middle and secured with a 
reef-knot, leaving the tail of the suture long. Ata 
distance of three or four millimeters from the first or 
outermost knot, the needle is again passed through 
the edge of the arch, the tail of the suture being 
taken up and another reef-knot tied. This process 
is continued around the anterior palatine arch to 
its base on the opposite side, the suture crossing in 
front of the base of the uvula. 

Local anesthesia not only protects against shock 
by minimizing hemorrhage but also, as Crile has 
taught us, by acting as a nerve-block. If the solu- 
tion used is not too strong, that is, not stronger than 
an aqueous solution of 0.5 per cent of novocaine, 
—1:200—with 0.02 per cent of adrenalin— 
1:5,000—the danger of slough is inconsiderable. 
In the newborn, ten to twenty drops of this solu- 
tion on each side suffice to induce anesthesia and 
blanch the tissues. 














SURGERY OF THE NOSE, THROAT, AND MOUTH 


Fever after palate operations varies directly 
according to the severity and duration of the opera- 
tion; that is, the more blood swallowed the greater 
the pyrexia. The introduction of a medium-sized 
male catheter, and thorough rinsing of the stomach, 
should be done promptly after palate operations. 

In case of a normally high palatal arch, if the 
cleft be not too wide, it is useless to make paralyzing 
incisions for the relief of tension, for the two halves 
of the loosened mucoperiosteal palate will fall to- 
gether like the two halves of a cantilever drawbridge, 
and may be sutured without tension if the soft 
palate be quite completely separated from the hard 
palate at the posterior border of the latter, as ad- 
vocated by Berry. Lateral incisions are rarely of 
value. With curved scissors it is nearly always pos- 
sible to free an abundant flap by beginning at the 
root of the split uvula on each side and cutting for- 
ward on the nasal side of the edge of the cleft. 


Freundlich, D. B.: The Teeth as a Primary Factor 
in Diseases of the Ear, Nose, and Throat; the 
Diagnostic Value of Coéperation of the Otolo- 
gist, Rhinologist, and Laryngologist with the 
Dentist. Laryngoscope, 1915, xxv, 40. 


The author claims that the teeth are a far greater 
etiological factor, primary or secondary, in patholog- 
ical conditions of the ear, nose, and throat than is 
generally understood. Many obscure cases can be 
diagnosed only by means of a radiograph. 

He reports several cases of empyema of the 
antrum, persistent neuralgia, earache, and persist- 
ent sore throat which were dental in origin and 
where coéperation between the physician and 
dentist was of mutual benefit in making a diagnosis. 

ELLEN J. PATTERSON. 


Lydston, G. F.: Precancerous Lesions and Tran- 
sition Types of Malignant Disease of the 
Tongue and Their Relation to Syphilis. Am. 
J. Surg., 1915, XXix, 33. 


Lydston presents a very good article, reporting 
a few cases which have been summed up very well 
in his conclusions, which are as follows: 

1. Syphilis, via the so-called “precancerous” 
conditions, such as leucoplasia and gumma, with 
associated chronic diffuse glossitis, is the most potent 
factor in making dynamic the predisposition under- 
lying cancer of the mouth and tongue and probably 
also of the throat. 

2. Alcohol and tobacco — especially the latter — 
and the local irritation produced by treatment of 
syphilis or by bad teeth, or both, are most potent 
factors in the etiology of cancer in syphilitics. 

3. The local conditions furnish the exciting cause 
of cell proliferation and the syphilitic constitution 
supplies the perversion of cell nutrition through 
which the cancerous predisposition becomes dy- 
namic. 

4. Through the operation of the etiologic factors 
just mentioned, the syphilitic cell infiltration and 
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the scar tissue produced by it are replaced by malig- 
nant cell growth. 

5. The best prophylaxis of precancerous lesions 
is afforded by rational constitutional treatment, 
avoidance of local irritation, careful mouth surgery 
and hygiene, and total abstinence from alcohol and 
tobacco. 

6. The best prophylactic of cancer of the oral 
cavity —and especially of the tongue—as a 
concomitant of syphilis, is excision of all obstinate 
chronic lesions of the mucosa and sublying tissues, 
whether regarded as characteristically syphilitic 
or not. 

7. The best time for operation in suspicious 
lesions of the tongue is before the diagnosis of 
malignancy is definitely established. Operation 
upon precancerous lesions is much more effective 
as a lifesaver, on the average, than is operation upon 
indubitable cancer. 

8. Neither the microscope nor the Wassermann 
should rule the surgeon in doubtful cases. In 
experienced hands, the clinical diagnosis, even ad- 
mitting that occasional errors are probable, is 
safer in the long run than reliance upon laboratory 
methods, especially if the surgeon is even a fairly 
competent syphilologist. 

g. In lesions of lesser magnitude, operations may 
be limited, but resection of half or all of the tongue 
— according to the location and extent of the 
lesion — is indicated in those of greater magnitude, 
and invariably when the diagnosis of cancer is 
clearly established. 

10. The tissues beneath the jaw always should 
be cleansed out in the more extensive tongue ex- 
cisions. This should include the removal of the 
salivary glands. 

11. The average of successes from tongue re- 
section, and the average longevity of the subjects 
operated upon, will be higher or lower according to 
whether the profession is dominated by sound sur- 
gical judgment and experience — with its obvious 
corollary, practical common sense — or by labora- 
tory reports. In brief, the oftener we operate on 
“suspicion” justified by careful clinical study of 
lesions of the tongue, the better for humanity. 

HENRY J. VAN DEN BERG. 


the 





Arrowsmith, H.: Cavernous Angioma of 
Tongue. Laryngoscope, 1915, XXV, 94. 


The tumor occupied the middle third of the left 
half of the tongue. In removing the tumor, a deep 
silk suture was passed through the left lateral half 
of the tongue behind the swelling to control possible 
bleeding. Four similar sutures surrounded the 
tumor, but were not tied until the relatively solid 
tumor was dissected out, and they then served to 
approximate the edges of the mucous membrane. 
A week later all sutures were removed and the 
wound was healed. The patient was a girl 12 years 
of age, and the tumor had been present from birth. 

Orto M. Rorr. 
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